TUBERCULOSIS AMONG OFFICE 
PATIENTS OF THE GENERAL 
PRACTITIONER* 


J. Z. GILLIES, M.D., Toronto 


WITH THE ADVENT in recent years of mass x-ray 
surveys of the general public in search of tuber- 
culous patients, various questions arise regarding 
the general practitioner’s part in this search. 
“What is his contribution? Is he playing his full 
part? If not, what else can he do in this great 
effort to eliminate tuberculosis in our century?” 

Dr. G. C. Brink, in his report “Tuberculosis in 
Ontario,” lays great stress on the importance of 
the general practitioner in bringing to light new 
cases of active tuberculosis which have escaped 
mass x-ray surveys. In fact, all the writers on the 
subject I have come across feel that the family 
physician is the key man in ferreting out the un- 
discovered cases as they appear in his daily 
practice, in patients with complaints which seem 
far afield from tuberculosis. 

For this reason I have gone over my office 
records of 672 patients who have been in active 
attendance during the last two years. I would 
have liked to review more, but time did not per- 
mit a review of all office patients seen during this 
period. 

I might say here that it is highly educational 
for any doctor to look over his records on occa- 
sion with some particular object in view, for he 
will find some very surprising things. He is some- 
times disillusioned, sometimes appalled, and if he 
is honest with himself will make resolutions with- 
out waiting till the first of January. He should 
find, however, many encouraging and satisfying 
things in his perusal of those history cards to 
compensate for the discouraging items. 

On the debit side, I have to admit that out of 
the 672 patients there were 252 who had no 
record of having had a radiograph of the chest. 


*An address given to the Medical Advisory —e 
Ontario Tuberculosis Association, November 11, 1954 
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In fairness to myself, I can say that most of them 
were patients who reported for conditions which 
had no reference to the chest, and where one 
could not reasonably expect radiography of the 
chest to assist in the diagnosis; for example, cuts, 
injuries, sore throats, arthritis, high blood pres- 
sure, and a host of routine medical problems. On 
the other hand, there were others which, on read- 
ing over the history notes, struck me so forcibly 
that I asked myself “Why did I not send that 
patient for a radiograph?” It was reading and 
re-reading the notes on such people as _ these 
which took more time than the great majority 
of the other histories which I examined. This is 
the part which I consider highly educational and 
which will do me more good than giving this 
paper. 

Then again, I had had a certain feeling of self- 
righteousness because I felt that I was very 
tuberculosis-conscious, I have remarked, on many 
occasions, that while taking a patient’s history 
I always asked “When did you have the last 
x-ray of your chest?” That is a very easy and 
natural approach to a subject which formerly 
was a very alarming question. One takes it for 
granted that everyone has had a radiograph just 
as everyone has insurance. You calm those who 
are disturbed by this question by telling them 
that you feel that a chest radiograph is just as 
essential as the urinalysis, not that you expect 
to find anything abnormal, but that your examina- 
tion is not complete or fair to the patient with- 
out these necessary adjuncts. 

I had the impression in my mind that this 
query was routine in my history-taking, yet here 
was a large proportion of the patients I had seen 
in the last two years who had never had a radio- 
graph of the chest—or at least I have no entry 
regarding it on their charts. 

My next observation was a more satisfactory 
one, for I noted that 233 out of the 672 patients 
had already had a radiograph, at the Gage Insti- 
tute, the Canadian National Exhibition, the mass 
survey conducted in the various districts of the 
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city, or the routine surveys of personnel in factor- 
ies, offices and institutions, including the admis- 
sion radiographs in the hospitals of Toronto, This 
is very encouraging, for it shows a great tendency 
on the part of the public to avail itself of 
this necessary check-up, and must assist mate- 
rially in finding early cases. 

Here again one must not take too much for 
granted regarding previous radiographs, and re- 
member that a great deal can happen to a chest 
in a few months. I would like to illustrate this 
point by telling you of a case of my own. 

A young woman reported to me for antenatal care. 
My notes showed that she had had a radiograph shortly 

fore she became pregnant. She also had another in 
hospital at the time of delivery and both were satisfac- 
tory. Six months after the baby was born she reported 
to me with the complaint that she was tired and had 
lost some weight. Examination showed that she was 
mildly anzmic, but there was nothing else to account 
for her symptoms. She was put on iron, and returned 
in a few months. She had gained six pounds, her anemia 
was gone and she felt fine. Six months later, while I was 
away on holidays, she reported to the Gage Institute for 
routine radiography and was found to have active tuber- 
culosis with positive sputum and is now in the Weston 
Sanatorium. 

One might send a hundred cases for radio- 
graphy with the same symptoms and get negative 
reports, but the 10lst case seen early with a 
positive film is well worth the routine examina- 
tion. 

My last group of statistics showed that out of 
672 patients I sent 187 for radiography. Of these: 


10 had suspicious radiographs, which had to be re- 
ated with negative results. 
1 had an old tuberculous lesion which was quiescent. 
1 had pleural thickening with no evidence of active 
tuberculosis. 

1 had pneumonitis, which later cleared up. 

2 had bronchiectasis. 

2 had active tuberculosis. 


My first reaction to this was: only two cases 
out of 672 patients! My statistics must be so much 
out of line that they are valueless! But on study- 
ing them further I realized that such was not 
the case. Of those 672 cases, 233 had previously 
been radiographed and represented a group who 
had already been screened; presumably a per- 
centage of that group had been found positive. 
Of the 252 who had not been radiographed, one 
must conclude that a certain percentage would 
also be positive. Thus it would boil down to this 
group of 187 whom I had actually referred for 
radiography. Out of that group there were two 
with active disease, or roughly 1 to 100, which 
corresponds very well with results of mass radio- 
graphy surveys in various fields. : 
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I am conscious of the fact that my statistics 
represent a limited group confined to office prac- 
tice. These patients are able to come to my 
office, and consequently are reasonably healthy. 
It is also true that in recent years my patients 
tend to consult me much earlier in the course 
of their illnesses than was the case 25 or 30 years 
ago. 

One must also take into consideration, in anal- 
ysing a limited group, the coincidence of a run 
of similar cases. For instance, I asked a colleague 
of mine how many cases of tuberculosis he was 
seeing these days and he assured me that he had 
seen three new cases the previous month. I re- 
member too that some time ago I had six obstet- 
rical patients who had had tuberculosis with 
sanatorium treatment and cure or arrest. They all 
went through their pregnancies uneventfully and 
only one had a relapse and that some time after- 
wards, None of these are included in my series, 
for they all occurred in the period before the 
two-year limit of my statistics. 

My summary and conclusions are as follows: 

Finding two positive cases out of 187 radio- 
graphed more than justifies routine chest radio- 
graphy of all cases. 

Examining one’s records and compiling statis- 
tics compels one to take stock of oneself and 
consider seriously the question whether one is 
giving every patient the attention he requires. 

We are all well aware of the necessary pro- 
cedures in the examination of a patient, but pres- 
sure of work sometimes results in the omission 
of all except bare essentials. We are aware too 
of the fact that advice on the necessity for re- 
examination is sometimes ignored by the patient 
or neglected and that following up such delin- 
quents is time-consuming. Reminders for this 
type of case are the red pencil or the rubber 
stamp which emphasizes important examinations. 

I would also like to express my appreciation 
of the facilities available for chest radiographs 
through the use of miniature films. In days gone 
by, the thought of putting the patient to the ex- 
pense of a standard size 14 x 17 inch chest plate, 
without definite evidence of its need, was a mat- 
ter of concern to the doctor as well as to the 
patient. We realize the importance of early diag- 
nosis and treatment in these cases. The ease with 
which these films can be made, and especially 
the low cost, are most satisfactory to the patient 
and every conscientious doctor. 
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Discussion 
Dr. H. T. McClintock* 


To us, of the Gage Institute clinic staff, this 
paper has been especially interesting, since we 
have been privileged to play some part in the 
work involved. As far as I am aware, this is the 
first time that a paper has been presented in this 
area, dealing with the findings from routine chest 
films among physicians’ office patients, from the 
point of view of a general practitioner. 

The finding of two active cases of pulmonary 
tuberculosis from 187 routine chest films is in- 
deed impressive, I suppose it would be impos- 
sible to estimate with any worthwhile degree of 
accuracy the number of patients passing through 
the offices of private physicians in this area in 
one year, but certainly it must amount to many 
thousands, and judging from Dr, Gillies’s expe- 
rience, it must include many persons who have 
been missed by mass chest radiography surveys, 
the hospital admission chest radiography pro- 
gramme and other case-finding methods. We are 
dealing with a self-screened group since most 
patients are ill, and we can expect to find a 
higher incidence of tuberculous (and also non- 
tuberculous) disease than from the routine 
examination of apparently well patients in sur- 
veys in communities and in industries. . 

Our own experience in this group began in 
1949, when we offered to physicians in this area 
facilities for making routine miniature chest 
films of their office patients. In the four years, 
1949 to 1953 inclusive, 28,552 individuals re- 
ceived chest films under this plan, and 149 cases 
of active pulmonary tuberculosis were discovered. 
This represents a rate of 521 active cases per 
100,000 chest films. The rates in certain other 
groups are as follows, each being expressed as 
the number of active cases per 100,000 films: 
pre-employment, 123; food handlers, 131; adult 
contacts, 368; those seeking radiographs on their 
own initiative, 371; mass surveys in communities 
and industries, 68. 

It is obvious from the above that provision of 
chest films for physicians’ office patients is an 
important and economical method of case 
finding. 

Two factors are operating to make our figures 
somewhat inaccurate in regard to the true in- 


*Medical Director, Gage Institute, Toronto. 
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cidence of active tuberculosis among physicians’ 
office patients: 

1. There is doubtless a considerable degree of 
selection on the part of many physicians regard- 
ing the patients whom they refer for chest films. 
The total number of patients referred under this 
scheme remains disappointingly small. 

2. Where a possibly significant abnormality is 
noted in the miniature films, we do not auto- 
matically recall the patients for further investiga- 
tion at this Clinic, The physician is advised that 
further investigation is desirable, and in a num- 
ber of cases the investigation is carried out else- 
where and, no doubt, a number of cases of 
tuberculosis are found in this group without our 
knowledge. 

Routine hospital admission chest radiography 
has become accepted as a valuable procedure, 
and it is probable that routine chest films of 
office patients should be regarded as of almost 
equal value. 

Although Dr. Gillies points out that his paper 
deals with a relatively small series of patients, 
it seems valuable enough for his findings to re- 
ceive much wider publicity among practising 
physicians, so that more physicians may be 
tempted to make the procedure a routine matter. 
I believe that this method of tuberculosis case- 
finding is a most important one which has not 
been explored or exploited to the extent which it 
deserves. 


Dr. L. R. Harnick* 


The figures quoted by Dr. Gillies indicated 
that two cases of active tuberculosis were dis- 
covered as a result of what amounted to routine 
films of 187 patients, This indicates very clearly 
that a large segment of the population has as yet 
not been made available to an all-inclusive chest 
survey programme. This large group consists of 
those people who for one reason or another con- 
sult their family physician. Certainly it is my feel- 
ing that, just as patients visit the outpatient 
department of a general hospital for any reason 
whatsoever and have miniature chest films made, 
a similar type of service should be made avail- 
able to patients visiting private physicians. 

With that in mind, it is our belief that the 
facilities for miniature films at present available 
throughout the Province should be used in at- 


*Chief Radiologist, Toronto Western Hospital. 
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tempting to give proper coverage of the patient 
visiting his physician. I personally am prepared 
to make the facilities at my disposal available for 
such a plan. The cost would be the nominal 
charge of one dollar, which is at present being 
made. 


Dr. W. J. Auger 


About one and a half years ago I bought a 
70 mm. mass survey chest x-ray unit for my 


Leaside industrial practice comprising about — 


3,000 employees, During this period I have radio- 
graphed about 300 employees for pre-employ- 


PRIMARY PNEUMOTHORAX: 
RESULTS AT 5 YEARS* 


T. G. HEATON, M.B., F.C.C.P., Toronto 


THis Is A sTuby of the results obtained in a series 
of cases of pulmonary tuberculosis in which 
therapeutic pneumothorax was used or attemp- 
ted. The period of observation was in the years 
in which there was an awareness of the dangers 
of pneumothorax treatment but in which pneumo- 
peritoneum was not yet being widely used. Anti- 
biotics were available for treatment of tuber- 
culosis only in the later years of those cases in 
the series whose treatment was prolonged by 
spread of disease. 

It is hoped that the results of treatment re- 
ported here may be expressed in such a way as 
to permit later comparison on an objective basis 
with series treated in other ways. 

The term “primary pneumothorax” is used as 
a way of emphasizing the later additional ex- 
tensive use of other methods of collapse therapy 
when required. 


MATERIAL STUDIED 
Source of Material 


A list of all cases treated for pulmonary tuber- 
culosis for the Department of Veterans’ Affairs 
in various Ontario sanatoria, during the years 
1945 to 1948 inclusive, was obtained from the 


ies: a> > 
*From the Chest Clinic, Sunnybrook Hospital, Toronto. 
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ment and survey purposes, and found four open 
cases of tuberculosis. 

I am able to rotate the tube and stand, and 
have taken about 300 radiographs of suspect 
fractures of arms and legs. These are charged 
to the Workmen’s Compensation Board. 

I read the films in frequent consultation with 
the Gage Institute or the Division of Tubercu- 
losis Prevention. The fracture radiographs are 
checked by the Workmen’s Compensation Board. 

My conclusion is that a radiograph of the above 


, type is ideal for diagnostic work in an industrial 


practice and is also a profitable investment both 
from the financial and the educational point of 
view. 


Department of Veterans’ Affairs, Ottawa. To this 
was added lists of D.V.A. cases of pulmonary 
tuberculosis treated in Toronto Hospital for 
Tuberculosis and in Sunnybrook Hospital in the 
same period. The latter lists were supplied by the 
institutions concerned. 

A total of 1,619 D.V.A. files, supplied by the 
Department, was carefully reviewed. Of this num- 
ber 603 cases (37% ) had pneumothorax induced, 
attempted or in use at some time during the 
period studied. Twenty-seven files (1.7%) could 
not be located. 

Of the 603 cases, 104 were excluded from 
further study because the pneumothorax being 
continued had been induced before the begin- 
ning of the study period. This leaves 499 cases 
in which pneumothorax was attempted or in- 
duced in the years 1945 to 1948 inclusive. These 
499 cases form the basis for this study. 

The 499 cases included 410 cases in which 
pneumothorax was attempted on only one side 
(“unilateral pneumothorax cases”) and 89 cases 
in which pneumothorax was attempted or in- 
duced on both sides either simultaneously or al- 
ternately (“bilateral pneumothorax cases”). Of 
these 499 pneumothorax cases, 480 were in men 
and 19 in women (3.8%). Of the patients, 350 
were in the age group 18 to 29, 89 were 30 to 
39, 26 were 40 to 49, and 5 were 50 to 55 years 
old. The age was not abstracted in 29 cases. The 
age was taken as of the time of induction or 
attempted induction of pneumothorax. 
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TABLE I. 
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EXTENT oF DISEASE 





Total Advanced | Mod. Adv. Minimal Bilat. Dis. | Cavity + | Cavity ++ 

Group cases No. % | No. % | No. % | No. % | No. % | No. % 
Unilateral Px... o.... 0... 26% 410 71 | 17.0 | 237 | 57.9 | 102 | 24.8 | 116 | 28.3 | 173 | 42.2 | 78 | 19.0 
py ee ee 89 39 | 43.8 40 | 44.9 10 | 11.2 70 | 78.7 44 | 49.4 22 | 24.7 
BAS isc 5 ws 499 110 | 22.0 | 277 | 55.5 | 112 | 22.4 | 176 | 35.3 | 217 | 43.5 | 100 | 20.0 





Extent of Disease: 


Table I shows the extent of disease in both 
groups (National Tuberculosis Association clas- 
sification). The table also shows the incidence 
of bilateral disease and of cavitation at the time 
pneumothorax was first attempted, as determined 
by x-ray. “Cavity +-” means a single cavity of 
1 inch in largest diameter or less as seen in the 
6-foot P-A view. “Cavity +--+” means a single 
cavity over 1 inch in diameter or any multiple 
cavitation. 


Phase of Disease: 


Table II shows the phase of disease for the 
whole group and the incidence of bacillary 
cases. The finding of acid-fast bacilli by any 
method of examination before pneumothorax was 
started was accepted as sufficient for the purpose 
of classification here as “bacillary.” 

The phase at the time of starting pneumo- 
thorax was not always easy to determine from 
Nay and the figures given must be stated 
to 


e close approximations only. 


CasE MANAGEMENT 
Bed Rest: 


All cases were treated by prolonged rest in 
bed under sanatorium conditions. Few patients 
left sanatorium in under one year. Many re- 
mained as long as two years in sanatorium and 
conditioning centre. 


Chemotherapy: 


Streptomycin began to be used towards the 
end of the period studied, and was used at this 


time as a rule when other methods had failed 
and almost never before pneumothorax had been 
tried. 

Among 410 unilateral pneumothorax cases, 
chemotherapy was used at some time in 77 
(18.8%). Among 89 bilateral pneumothorax 
cases, chemotherapy was used in 37 (41.6% ). In 
the whole 499 cases this amounts to use of 
chemotherapy in 22.8%. Para-aminosalicylic acid 
(PAS) as well as streptomycin was used in many 
of these cases. 


Pneumothorax Management: 


Certain precautions were very generally but 
not invariably observed. These were: 


1. The avoidance’ of pneumothorax in the most acute 

cases of tuberculosis. 

2. Severance of all easily and completely severable ad- 

hesions by intrapleural pneumonolysis. 

3. Avoidance of pneumothorax in cases of advanced 

disease of the lung of long standing. 

4. Avoidance of pneumothorax in the presence of known 

tuberculous bronchitis. 

5. Abandonment of pneumothorax promptly when ad- 
hesion-free collapse was not obtained, except that 
broad adhesions of the lung to the diaphragm alone 
were not considered dangerous. 

. Abandonment of pneumothorax. when cavity closure 
and sputum conversion did not occur in six months 
under adequate collapse. 

. Discontinuance of refills gradually, not abruptly. 

. Continuation of pneumothorax no longer than 
necessary. 

. Avoidance of maintaining a greater degree of collapse 
than necessary. 

10. Abandonment of pneumothorax when fluid persisted 

in an amount sufficient to cover the dome of the 
diaphragm after two or three aspirations. 


om 


Oo -l1 


Accordingly, many pneumothoraces were 
abandoned, often to be replaced by other 
methods of treatment. 
















TABLE II. 
PHASE OF DISEASE 
Total 
Group Cases 
Unilateral Px..... 410 


Bilateral] Px...... 89 
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Of the total of 410 “unilateral pneumothorax” 
cases, the attempted induction failed in 35 
(8.5% ), leaving 375 induced pneumothoraces. 
Among the 89 “bilateral pneumothorax "cases, 169 
pneumothoraces were actually induced. In only 
one case did the attempt fail on both sides. This 
is a total of 544 induced pneumothoraces, Of 
these, 246 (45.2%). were carried on as long as 
required (including 17 carried on to the death 
of the patient) or were still being continued on 
the fifth anniversary of induction. 


Of the 544, a total of 141 pneumothoraces-~’ 


was discontinued after six months or less 
(25.9% ); that is, 74.1% could be continued for 
over six months. 


The chief reasons for discontinuance were: 
fluid other than empyema in 76 pneumothoraces 
(14.0%); empyema in 381 _ pneumothoraces 
(5.8% ); situation considered unsafe because of 
adhesions in 126 pneumothoraces (23.2%). 
Other reasons for discontinuing affected 63 
pneumothoraces (11.6%) and included adhesive 
pleuritis, sudden re-expansion presumably by 
valvular action, refusal of refill by patient, contra- 
lateral spread of disease, atelectasis of part of the 
ipsilateral lung, hzeemothorax, recurrent spontan- 
eous pneumothorax, tuberculous _ bronchitis, 
failure of cavity to close, refill reactions, air 
embolism, conversion of a small air pocket to 
oleothorax, persistent positive sputum. 

At the fifth anniversary of induction, 57 of the 
544 pneumothoraces (10.5%) were being 
continued. 

Other methods of collapse therapy were freely 
used in this group of patients, either together 
with pneumothorax or to replace a discontinued 
pneumothorax. No additional collapse was re- 
quired in 253 of the 499 cases (50.7%). Table 
III shows the use of methods of collapse other 
than pneumothorax in the remaining 246 cases. 

The other methods included 1 cavernostomy, 
5 oleothoraces, 1 thoracoplasty with later caver- 
nostomy and eventual resection, 3 Monaldi opera- 
tions followed by thoracoplasty, 1 oleothorax 
followed by thoracoplasty, 2 oleothoraces with 
phrenic crush, 1 decortication, 1 Monaldi opera- 
tion followed by thoracoplasty and eventual re- 
section. 

In addition to the above, thoracoscopy or 
pneumonolysis was performed in 172 cases, quite 
often more than once, Phrenic crush was rather 
common at the time pneumothorax was ter- 
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TABLE III. 
OTHER COLLAPSE THERAPY 


Method 


No. of cases| % of 499 


Thoracoplasty alone 
Resection alone 
Thoracoplasty and resection 
Pneumoperitoneum alone 
Thoracoplasty and 
pneumoperitoneum 
Phrenic crush alone 
Thoracoplasty and phrenic crush. 
Phrenic crush and 
pneumoperitoneum 
Phrenic crush and resection 
Thoracoplasty, 
pneumoperitoneum and 
phrenic crush 
Other methods 


minated to increase the safety of the re-expansion 
period. 

Excluding phrenic crush, additional collapse 
measures were required in only 26 cases (3.2% ) 
after the end of the second year in the 410 uni- 
lateral cases. The figure was not estimated for 
the bilateral cases. The majority of the operative 
procedures were completed in the first six 
months. 


COMPLICATIONS 


Table IV shows the incidence of the more 
troublesome complications of pneumothorax 
found in this study. Empyema was rare after 
pneumothorax had been carried on for three 
years. Only one such case was recorded. 


RESULTS 


Table V shows the status of all cases at the 
fifth anniversary of the induction or attempted 
induction of pneumothorax treatment. The four 
patients not traced after five years had all been 
well when last observed. 

Of the 499 patients, 495 were traced for five 
years. At the end of the period 452 (91.3% ) were 
living. Of the 459 patients actually induced and 
followed up for five years 92.9% survived. 

The patients with induced unilateral pneumo- 
thorax had a mortality of 6.3%, compared with a 
mortality of 11.4% (4 deaths) among unilateral 
pneumothorax patients in whom induction failed. 
Two of these deaths were postoperative, related 
to surgical collapse procedures. 

Six deaths from the non-tuberculous causes 
were comprised of four cases of bronchial cancer, 
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TABLE IV. 
CoMPLICATIONS 
Total 
induced 

‘ pneumothoraces Fluid Spontaneous Air 
Group (cases) asptrated Empyema pneumothorax embolism 
Umieeres CONG... ei eek bs 375 51 . 29 9 2 
TO I SS 235 BSE ARO 88 21 4 0 2 

Bix ck cen siearcinas 463 72 (15.6%) 33 (7.1%) 9 (1.9%) 4 (0.9%) 





one of “chronic nephritis” and one “cardiorenal 


death.” 


Effect of Empyema: 


Of the 33 patients who had an empyema, 18 
(54.5%) were well at the end of the 5-year 
period; seven (21.2%) had active tuberculosis, and 
seven (21.2%) had died of tuberculosis. One 
died of bronchial cancer with cerebral metas- 
tases. The fatality rate among empyema cases in 
the whole series of 499 cases in 5 years was 


moderately advanced cases; 241 patients sur- 
vived (95.3%), 38 (14.6%) with active tuber- 
culosis. 

There were 106 advanced cases; 81 patients 
survived (76.4%), 14 (13.2%) with active 


tuberculosis. 


Effect of Phase of Disease: 


The actual figures are probably of little value. 
The effect of phase was not very noticeable as 
between A and B grades, but C grade had con- 








1.4%. spicuously poorer results. 
TABLE V. 
REsuLtTs aT 5TH ANNIVERSARY OF PNEUMOTHORAX 
] 
No. of Well Active disease Dead of TB. Dead not of TB. 

Group Cases No. 0 No. % No. o 
Unilateral Px...., . 408 334 81.9 42 10.3 27 . 6.6 5 1.2 
Bilateral Px....... 87 55 63.2 21 24.1 10 11.5 1 1.2 

FORK. oss 495 389 78.6 63 12.7 37 7.5 6 1.2 
Not traced 5 years 4 


all well at last observation 





Effect of Extent of Disease: 


Table VI shows results in relation to extent 
of disease in the 459 cases in which pneumo- 
thorax was induced and which were followed up 
for five years. There were 100 patients with 
minimal disease. All survived, 7 with active dis- 
ease at the end of the period. There were 253 


DISCUSSION 


Five years’ survival of 91.3% of this group 
containing 22% with advanced disease and 
24.6% C grade activity, and 96.6% bacillary at 
time of induction or attempted induction of 
pneumothorax, is considered a good result. 

An incidence of empyema of 7.1% is to be 





TABLE VI. 
Resuuts RELATED TO ExTENT or DISEASE (INDUCED Px. CasEs) 
Active disease Dead of TB. |Deadnotof TB 
Group o No. No. % No. % 
Unilateral Px. minimal................. 92.6 0 0.0 1 ee 
ee MERE Sh et ee ed 83.4 6 2.8 4 1.9 
MN oti ons Se oe kee tee os 64.7 17 25.0 0 0.0 
Bilateral Px. minimal................... 83.3 0 0.0 0 0.0 
POR NEW 615.5. Scod is RCE ice Finley CRTs 64.3 2 4.8 0 0.0 
IE ete ae) oo ee ke ve OE en 60.5 8 21.1 0 0.0 
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compared with the incidence of 12.6% in a series 
of 2,352 cases collected by the writer from the 
literature of the earlier period in the history of 
pneumothorax, when the precautions detailed 
above were not usually observed. Obviously 
empyema will continue to occur when pneumo- 
thorax is used, in spite of such precautions, but 
the incidence may be lowered by these pre- 
cautions. Empyema occurs almost entirely in the 
first three years of pneumothorax treatment. It 
seems obvious that it is a complication of active 
stages of tuberculosis. 


In this series, chemotherapy was used only 


late in the course of cases which had relapsed or 
required major surgery to achieve arrest. It seems 
reasonable to expect that, if chemotherapy by 
modern methods is started as soon after diagnosis 
as possible, pneumothorax will be even more 
successful. 

A study of the literature was made by the 
writer’ on the effectiveness of pneumoperitoneum 
compared with that of pneumothorax as a col- 
lapse measure, estimated objectively by the 
criteria of sputum conversion and _ cavity 
closure. This study showed pneumothorax to be 
clearly superior to pneumoperitoneum as a 
method of collapse therapy. If chemotherapy 
can make pneumothorax safer, as seems prob- 
able, the method of treatment described in this 
article as “primary pneumothorax treatment” will 
give results that are likely to be very satisfactory. 
The inferior collapse method, pneumoperiton- 
eum, will not have such a great attraction, 


KAPID DIAGNOSIS OF HERPETIC 
INFECTIONS BY ISOLATION OF 
VIRUS IN TISSUE CULTURES* 


FRANCES DOANE, B.Sc., 
A. J. RHODES, M.D., F.R.C.P.(Edin.) and 
H. L. ORMSBY, M.D., F.R.C.S.[C.], Toronto 


RECENT IMPROVEMENTS in the techniques of tissue 
culture have led to the introduction of methods 
for the rapid diagnosis of several virus infections, 
for example, poliomyelitis. 
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Thoracoplasty, with its deformity, is in itself 
not infrequently a cause of disability and, like 
resection, is inseparable from the occasional 
fatality. 

Resection of a localized lesion after reaching 
the “target point” of arrest is another subject not 
to be discussed here. 

There is no doubt in the mind of the writer 
that chemotherapy started early will make any 
form of collapse therapy unnecessary for many 
cases. It seems probable that pneumothorax will 
return to popularity under the protection of 
chemotherapy as the most universally applicable 
method of collapse therapy for those cases not 
brought to arrest by chemotherapy and bed rest 
alone. The therapeutic use of posture while at 
rest in bed should not be forgotten. 


SUMMARY 


‘A series of 499 cases of pulmonary tuber- 
culosis in which pneumothorax was induced or 
attempted as the primary method of treatment 
was followed up for five years from the induc- 
tion or attempt, and a survival rate of 91.3% 
for the whole series was found. The incidence of 
empyema was 7.1%. The fatality rate in the 
whole series among empyema cases was 1.4%. 

This result is considered good. The same 
approach, together with early use of chemo- 
therapy, is considered likely to be the method 
of choice in the future. 


REFERENCE 
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The laboratory diagnosis of infections caused 
by the virus of herpes simplex has been made 
until recently by inoculation of animals or chick 
embryos. The cornea of the rabbit is susceptible 
to infection with herpes virus, and a typical 
ulcerative keratitis develops. The virus kills 
suckling mice, and produces _ characteristic 
plaques on the chorioallantoic membrane of the 
chick embryo. The main disadvantage of these 
methods is that a final report cannot be issued 
promptly to the clinician. Infection occurs with- 
in 24-48 hours, but some days are required for 
the histological examination on which the final 
diagnosis is based. 

Scott et al. have shown that tissue cultures of 
rabbit cornea are susceptible to herpes virus, and 
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may present histological evidence of infection 
within a few hours. The present paper describes 
the application of a similar method to the rapid 
laboratory diagnosis of herpetic infections. 


MATERIALS AND METHODS 


Cases studied 

Laboratory investigations have been carried 
out on 16 patients, nine with keratitis and seven 
with stomatitis. 
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antibiotics.* The inoculum to be tested was added 
at this stage, and the cultures were. then placed 
in a “roller tube” drum and rotated in a 37° C. 
incubator. 


Inoculation of tissue cultures 


Specimens consisted of washings and scrapings 
from the conjunctival sac of patients with kera- 
titis, and mouth washings from persons suffering 
from stomatitis. Penicillin (1,000 units per ml.) 





Fig. 1 


Fig. 2 


Fig. 1.—Normal rabbit corneal epithelium; 4 days’ growth in tissue. culture. Hematoxylin 
and eosin. X 154. Fig. 2.—Rabbit corneal ‘tissue culture 20 hours after inoculation with saliva 
from case of stomatitis. Note general cytopathogenic effect and presence of giant cells. Hzema- 


toxylin and eosin, x 154. 


Preparation and maintenance of tissue culture 

Thin slices of epithelium were shaved from the 
cornea of freshly killed rabbits, and were 
chopped into fragments approximately 1 mm. in 
diameter. Three fragments were placed directly 
on the surface of a coverslip (11 x 40 mm.) 
already kept at 37° C. for several hours. Each 
coverslip was inserted into a pyrex culture tube, 
which was refrigerated at 4° C,. for one hour.* 
A quantity of 3 ml. of “natural feeding mixture” 
was then added. This medium consisted of 
Hanks’ balanced salt solution, 3 parts, and ox- 
serum ultrafiltrate, one part, with the addition 
of 2.5% beef embryo extract, 5% normal horse 
serum, and 100 units of penicillin and 100 micro- 
grams of streptomycin per ml. The cultures were 
then placed horizontally in a rack in a 37° C. 
incubator, and were left undisturbed for three 
or four days. | . 


At this time, a good growth of epithelial cells 
was usually present around the fragments (Fig. 
1). The feeding mixture was then replaced with 
Medium No. 199 with 2.5% horse serum and 


and streptomycin (200 micrograms per ml.) were 
added, and the specimens were left for 30 min- 
utes at room temperatures. They were then 
inoculated in each of four cultures (0.25 ml. 
each). Inoculated cultures were rotated at 37° 
C., and were examined microscopically at fre- 
quent intervals. 

Experiments with a laboratory-passed strain of 
herpes simplex virus were also carried out. This 
strain (H51) was isolated in 1951 on the cornea 
of a rabbit inoculated with material from a 
patient showing central corneal ulceration. This 
strain has been maintained recently by passage 
in tissue cultures of rabbit cornea. 


Histological examination of tissue cultures 


Coverslip preparations were fixed in a solution 
of methyl alcohol (94 c.c.), formalin (5 c.c.) and 
acetic acid (1 c.c.). These preparations were then 
stained by hzmatoxylin and eosin. The entire 
histological procedure could be carried out in 
less than two hours. 
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RESULTS 


Changes observed in infected tissue cultures 
In order to learn how early herpetic infection 
can be recognized in rabbit corneal tissue cul- 
tures, experiments were first carried out with 
the stock strain of virus (H51). Coverslip cul- 
tures were stained at two-hourly intervals follow- 
ing infection. The earliest sign of infection was 
the appearance of intranuclear inclusions after 
six hours, These inclusions were eosinophilic, and 


Fig. 3 
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by the presence of focal areas of rounded, re- 
fractile cells. 

The series of cultures inoculated with patho- 
logical specimens were left overnight before 
staining, although it was confirmed that changes 
occurred as early as after 6-8 hours. Infection was 
recognized by the finding of intranuclear in- 
clusions of both types mentioned, widespread 
degeneration of epithelium, and the formation of 
numerous giant cells (Figs, 2-4), It was found 


Fig. 4 


Fig. 3.—Enlargement of giant cells eS Fig. 2. Note Type A inclusions in multinucleate 


cell at left. Heematoxylin and eosin. x 40 


ig. 4.—A group of inclusion-filled nuclei in rabbit 


corneal tissue culture 20 hours after inoculation with saliva from case of stomatitis. Note dis- 
tribution of chromatin. (1) Type A inclusion, with halo. (2) Large type of inclusion without 


halo. Hzematoxylin. < 576. 


were surrounded by an unstained halo, Some in- 
fected nuclei showed a margination of the 
chromatin on the nuclear membrane. 

By the tenth hour many infected cells con- 
tained nuclear inclusions of a somewhat different 
appearance. These inclusions filled the entire 
nucleus and stained pale blue or purplish. In 
some instances there were scattered clumps of 
chromatin distributed over the surface of the 
inclusions. 

For about 12 hours following infection the 
epithelial sheet appeared relatively intact. Soon 
after this, degenerative changes began to appear, 
with the formation of clumps of infected cells 
which retained eosin more intensely. At about 
this time characteristic giant cells were present. 
These cells closely resembled the “Tzanck cells” 
found in smears from the base of vesicles of 
herpes simplex.’ As infection proceeded there was 
a corresponding loss of cells. 

Preparations examined in the wet state usually 
did not show recognizable signs of infection until 
12 hours. After this time, infection was suggésted 


that some specimens produced characteristic 
changes more rapidly than others. 

The changes that we have found appear to be 
similar to those described by Scott et al.? 

More recently, experiments have been carried 
out with other types of tissue culture which have 
become available to us; these include HeLa car- 
cinoma cells and human kidney cells (trypsin- 
treated ). Scherer and Syverton® have shown that 
HeLa cell cultures are susceptible to herpes 
simplex, and have described both Type A in- 
clusions and multinucleated cells. We have found 
it convenient to use both HeLa cell cultures and 
human kidney cell cultures in our investigation of 
herpetic infections, and these techniques are 
recommended to laboratories with the necessary 
facilities for their preparation and maintenance. 
Rabbit corneal tissue cultures are simpler to pre- 
pare and the tissue is more generally available. 


Sensitivity of diagnostic methods 


Of the 16 patients with suspected herpetic 
infection which were investigated, washings 
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from six with stomatitis and four with keratitis 
produced typical changes in tissue cultures; sim- 
ilar changes occurred on each of four successive 
passages in tissue cultures. Passage of nine of the 
ten tissue culture fluids to rabbits and suckling 
mice confirmed the prezence of herpes simplex 
virus. ; 




















TABLE I. 
LABORATORY FINDINGS IN CASES Ps 
or Suspectep Herpetic INFECTION 
Presence of changes characteristic of herpes 
simplex 
Case 
Clinical reference In tissue cultures In rabbit cornea 
diagnosis number of rabbit cornea in vivo 
Stomatitis 2, 10, 14 + + 
22 oe -- 
12, 13 + NT* 
7 i ih! 
Keratitis 19 + + 
16, 20 + —_— 
Qa + NT 
¥34,: 55; 17 — —_ 
6, 8 -~ NT 


*NT—Not tested. 





In order to compare the sensitivity of tissue 
culture with that of animal inoculation, 11 of the 
16 specimens were tested in parallel in tissue 
cultures of rabbit cornea and on the scarified 
cornea of a rabbit. From Table I, it will be seen 
that in no instance were signs of infection 
evident in the rabbit eye without a correspond- 
ing change ini tissue cultures. However, material 
from three patients produced characteristic 
changes in tissue cultures, but not in rabbits. 


DISCUSSION 


The results of this study provide further 
evidence for the value of tissue culture tech- 
niques in the early laboratory diagnosis of virus 
infections, Detection of the causative agent is 
now possible in herpetic infection within eight 
to twenty hours of inoculation of the tissue cul- 
tures, This test is of considerable value in the 
differential diagnosis of conditions which may 
simulate herpetic infections; for example, her- 
pangina of the throat caused by Coxsackie virus 
(Group A), skin lesions caused by herpes zoster 
and varicella viruses, and Kaposi's varicelliform 
eruption. 

Because of the ready availability and moderate 
cost of rabbit tissue, the technique which we 
have described is within the capabilities of 
smaller laboratories engaged in virus research or 
diagnostic work, Equally satisfactory results can 
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be obtained by the use of HeLa cultures or 
human kidney trypsin-treated cultures. 


SUMMARY 


1. Tissue cultures of rabbit corneal epithelium 
were used in the laboratory diagnosis of sixteen 
cases of presumed herpetic infections. 

2. Washings from ten of these cases were 
found to contain herpes simplex virus by such 
inoculation. 

3. Passage of nine of the ten culture fluids to 
rabbits and suckling mice confirmed the 
presence of herpes simplex virus. 

4. Diagnosis was based on the presence of 
characteristic intranuclear inclusions and giant 
cells, and could be made within eight hours. 

5. It appears that tissue cultures of rabbit 
cornea are at least as sensitive as the inoculation 
of the rabbit cornea in vivo for detection of 
herpes simplex virus in specimens obtained from 
patients suffering from keratitis and stomatitis. 


The authors wish to express their appreciation to the 
following physicians for permission to investigate their 
cases: Dr. J. S. Crawford, Dr. H. E. Edwards, Dr. A. J. 
Elliot, Dr. M. W, Fujiwara, Dr. E. Krieger, Dr. G. A. 
McNaughton, Dr. T. J. Pashby, Dr. L. N. Silverthorne, 
and Dr. P. Swyer. They also wish to thank Dr. W. L. 
Donohue and his staff for continued help with histo- 
logical methods. The photomicrographs used in this paper 
were taken by Mr. Stanley Klosevych. 


REFERENCES 


1. Ruopes, A. J.: Proceedings of Annual Meeting of 
Royal College of Physicians and Surgeons of 
Canada, Winnipeg, 1954, in press. 

2. Scorr, T. F. M. et al.: J. Immunol., 71: 385, 1953. 


3. MorANN, G. L. AND MELNICK, J. L.: Proc. Soe. 
Exper. Biol. & Med., 84: 558, 1953. 


4. Morcan, J. F., Morton, H. J. AND PARKER, R. C.: 
Proc. Soc. Exper. Biol. € Med., 73: 1, 1950. 


5. BLANK, H. et al.: J. A. M. A., 146: 1410, 1951. 


6. SCHERER, W. F. AND SYVERTON, J. T.: Am. J. Path., 30: 
1057, 1954. 


RESUME 


Le diagnostic de laboratoire dans 16 cas d’infection 
herpétique fut obtenu grace 4 l'emploi de cultures de 
tissu épithélial de cornée de lapin. Il. fut prouvé grace 
3 ces inoculations que les lavages de 10 de ces cas 
contenaient le virus de herpés. Le passage de 9 de ces 
10 liquides de culture 4 des lapins et 4 de jeunes souris 
confirma la présence du virus. La démonstration des 
inclusions intra-nucléaires ainsi que des cellules géantes 
servit de base au diagnostic. Celui-ci peut se faire dans 
les 8 heures qui suivent ‘inoculation de cultures de tissu. 
Il semble que la cornée du lapin comme milieu de 
cultures de tissu soit aussi sensible pour la recherche du 
virus herpétique que cette méme cornée inoculée chez 
lanimal vivant pour ce qui est des spécimens obtenus 
de malades atteints de kératite et de stomatite. 


M. R. D. 
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CLINICAL EXPERIENCES WITH 
HYPAQUE SODIUM 50% IN 
INTRAVENOUS UROGRAPHY* 


ROBERT M. LOWMAN, M.D., 
HARRISON SHAPIRO, M.D. and 
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New Haven, Conn., U.S.A. 


Utiuizinc THE FACT that sodium iodide is nor- 
mally excreted in the urine, Rowntree con- 


ceived the idea of utilizing this substance as a 


urographic contrast medium by means of intra- 
venous injection rather than catheterization. 
Swick in 1929 reported the first use of an iodine- 
ontaining compound for excretory urography. 
Subsequently, Swick also introduced hippuran 
as an additional and improved urographic 
medium. For a long time, Diodrast and Neo- 
Iopax served as intravenous urographic contrast 
media, The recent introduction of Urokon Sodium 
was made following the study of several 
iodinated acetoaminobenzoic acid compounds by 
Wallingford. Reports of the utilization of Urokon 
Sodium in the 30, 50, and 70% concentrations 
have already been noted in the literature. Con- 
stant efforts, however, have been directed to the 
development of improved urographic media of 
low toxicity which would insure a high degree 
of opacification, Essentially, the present report 
is concerned with the preliminary findings after 
the use of a new compound designated as 
Hypaque.t 

Hypaque (sodium-3, 5- diacetamido- 2, 4, 6- 
triiodobenzoate ) is a white crystalline solid con- 
taining 59.87% iodine and is very soluble in 
water, It is distributed in 30 c.c. ampules con- 
taining a 50% solution. The amount of iodine 
per c.c. and per injection of Hypaque and the 
concentrations of iodine in the currently popular 
excretory media are illustrated in Table I. Since 
the quality of visualization is largely dependent 
upon the amount of iodine injected, the advan- 
tages of Hypaque’s “intermediate” iodine con- 
centration can be readily appreciated. (“Inter- 
mediate” in comparison to Urokon 70% solution 
which is comparatively high and Urokon 30% 


*From the Department of Radiology and Urology, the 
Memorial Unit, Yale Medical Center, Gracé-New Haven 
Community Hospital, the Yale University School of 
Medicine. 


+Supplied by Winthrop-Stearns, Department of Clinical 
Research. 
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TABLE I. 


Iodine 
content 
per C.C. 


Todine 
content per 
injection 


Hypaque 50% 
30 c.c. vial 
Urokon 30% 
30 c.c. vial 
Neo-Iopax 50% 
20 c.c. vial 
Diodrast 35% 
30 ¢c.c. vial 


8.98 gm. 
5.92 gm. 
5.15 gm. 
5.23 gm. 


solution which is comparatively low in iodine 
content.) Furthermore, despite this “inter- 
mediate” concentration the degree of toxicity is 
very low. 

The initial successes obtained with this 
medium would indicate that a substantial ad- 
vance in excretory urography has been obtained. 
Hypaque apparently possesses excellent uro- 
graphic properties, has a very low toxicity, and 
shows a substantial tolerance in patients. 

The development of an ideal and safe medium 
for excretory urography has concerned radio- 
logists and urologists for a’ long time. The 
criteria for such a medium have been elaborated 
by various investigators. Since it is well known 
that reactions of varying degrees of severity may 
accompany the intravenous injection of drugs, 
it would be safe to add to the various criteria 
set forth for an ideal medium for excretory uro- 
graphy that it produces no severe reactions. While 
most of the reactions associated with intravenous 
urography are minor, at times these reactions are 
so severe as to cause concern for the safety of 
the patient. Although intravenous urography has 
proven to be relatively safe, it has been attended 
by some fatalities. At the present time, these 
reactions represent a hazard which precludes the 
routine use of intravenous urography, and any 
preparation or precaution providing further safe- 
guards for the patient during such an examina- 
tion deserves careful consideration. 

This report summarizes the results obtained 
in 400 cases of the use of Hypaque as a contrast 
medium for intravenous urography. 

The dangers of injecting intravenous contrast 
materials are well known to all engaged in this 
activity. The deaths which occurred up to 1952 
have been summarized by Mullen and Hughes. 
While the milder reactions associated with intra- 
venous urography may consist of arm pain, flush, 
chills, nausea and vomiting and urticaria, the 





Canad. M. A. J. 
Aug. 15, 1955, vol. 73 


Fig. 1 


Fig. 1.—A pyelogram obtained with 30 c.c. Hypaque. (a) The five-minute film already 
demonstrates good visualization of the calices and pelves bilaterally. (b) ‘The 15-minute film 
demonstrates a higher concentration of Hypaque. The excellent delineation of the calices and 
pelves compared favourably with retrograde urography. Note the sharp visualization of the 
ureters. (c) The 30-minute film shows the major portion of the dye to have been excreted; 
the lower urinary tract is now well demonstrated. (d) The 65-minute film reveals very little 
dye in the upper tracts but excellent visualization of the bladder. 


more severe reactions consist of oedema of the 
eyelids, laryngospasm, bronchospasm, vertigo, 
pallor of the skin, syncope and cyanosis and other 
evidence of shock. Of the reactions described 
above, nausea and vomiting and urticaria are 
considered of allergic origin, Of the reactions 
contained in the more severe group, cedema of 


x 
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the eyelids, laryngospasm, bronchospasm, ver- 
tigo and shock are considered as allergic or 
anaphylactoid reactions. The other reactions de- 
scribed above are considered to be vasomotor 
phenomena. 

Before the injection of an intravenous drug, 
the patient is specifically questioned about a 
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history of such allergic conditions as hay fever, 
asthma, or hives, In addition, queries concerning 
reactions following previous administration of 
drugs are made. The patient is specifically ques- 
tioned by both technician and physician. In no 
case can an intravenous urogram be undertaken 
by a technician alone. All intravenous media are 
injected by a physician in our department. 

If the blood chemistry studies and the specific 
gravity do not warrant urography, it is rarely 
undertaken. If a history of allergy is elicited, 
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prevent fatalities; (2) to recognize the serious 
nature of urographic examination; (3) to meet the 
medico-legal aspects of this problem. As already 
stressed, none of these tests is able to predict 
mild or moderate reactions, Scarcely any correla- 
tion between preliminary skin and ocular tests 
and subsequent clinical findings after intravenous 
urography is acknowledged by those who have 
utilized these methods. On.the other hand, we 
agree that patients with a history of allergy are 
more likely to react to the contrast media than 


Fig. 2 


Fig. 2.—A comparison of excretory and retrograde urograms in the same individual. (a) An 
excretory urogram made with Hypaque. (b) A retrograde pyelogram made with 124%% sodium 
iodide. The excretory urogram has not only clearly demonstrated the collecting systems, but 
has also produced better visualization of the kidney parenchyma. 


preliminary testing by ocular, oral, dermal or 
intravenous methods is undertaken. One or more 
of such testing methods was utilized in all of 
our cases. A chart was devised for testing intra- 
venous media, on which changes in blood pres- 
sure and respiration and subsequent laboratory 
findings could be recorded. In addition, the 
chart served as a reminder for the testing pro- 
cedures to be followed in each case. The futility 
and unreliability of the various sensitivity tests 
has been well documented, In company with 
other investigators who have surveyed this prob- 
lem, we feel that too much weight has been 
attached to preliminary testing procedures before 
intravenous urography. Such preliminary testing 
procedures are undertaken: (1) to attempt to 


those without such a history. It should be recog- 
nized, however, that many patients with 
negative tests and positive allergic histories have 
reactions of varying severity. The techniques 
utilized for intravenous injection of the dye and 
the preparation of thé patient for such pro- 
cedures are well known and have _ been 
adequately reviewed by many investigators. 
These will not be reviewed here, Abdominal 
compression was utilized whenever it could be 
satisfactorily applied. The selection of patients 
was random. The preliminary precautions out- 
lined by Robbins and Pendergrass and others 
were utilized, and in addition an oxygen tank 
was maintained in the urological rooms and the 
personnel of the department were instructed in 
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its use. Despite reports of satisfactory results 
from premedication with oral antihistamines in 
association with intravenous urography, this 
procedure was not utilized in this group, except 
in one case. 

Studies on experimental animals by McAuliff 
and McChesney indicate that Hypaque has a 
low toxicity. They estimated that in cats the 
acute intravenous LD,, for Hypaque was 
11,300 mg. per kg. as opposed to 5,650 mg. 
per kg. for Urokon Sodium. This is approx- 
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transitory shoulder pain, which —- represents 
a local reaction. 

Another interesting observation was that, of 
the six patients having reactions, only one had 
a positive preliminary test and she was therefore 
not subjected to examination. Therefore we feel 
that the findings confirm previous statements 
concerning the importance of a history of allergy 
and the unreliability of preliminary testing with 
regard to ensuing reactions, Reactions are clas- 
sified in Table II. 





A 


B 
Fig. 3 


Cc 


Fig. 3.—A comparison between films made 5 and 15 minutes after injection of 30 c.c. Hypaque, 
and by retrograde urography on the same patient. (a) A film taken 5 minutes after intravenous 


injection of Hypaque. 
renal parenchyma, (c) Retrograde urogram. 


imately 90 times the concentration of Hypaque 
routinely injected into the adult of average size. 

It must be remembered, however, that any 
direct transfer of the above data to human beings 
is presumptuous, because the minimum lethal 
dose in experimental animals may have little or 
no direct application to man. 


REACTIONS 


It: has been our policy to discourage the 
examination of patients with significant allergic 
histories by excretory urography unless strong 
indications are present. These patients are care- 
fully screened by preliminary testing; if the tests 
are negative the Hypaque is slowly injected. In 
all) we experienced only 22 reactions in 400 
cases, In our most recent series of 100 cases we 
experienced nine reactions in six patients, It was 
interesting to note that 13 of the 100 cases had 
histories of allergy and that four of the six cases 
with reactions belonged to this group. Further- 
more, the reaction experienced by one of the 
two cases without a history of allergy was a 





(b) Fifteen-minute film. Good visualization of collecting systems and 





TABLE II. 
Reactions To HyPaqQuE 

RG oa eb iss a4 St REIMER: «0 wo ue 9 
ME OS... . aw. bce EPR RE. een ane 2 
aaa Sis a os <helule ORD e Cae RE we ck 5 
PDR. 5a. sso wkgide ete hae ede gion +++ 00. J 
Nn as so EU La ath k oe ace - oes oss 1 
Burning and tingling mouth al extremities......... 1 





To best appreciate the low toxicity of Hy- 
paque, one need only compare the incidence of 
reactions obtained from this medium with that 
produced by other media now in use. In an 
excellent summary of the results of different in- 
vestigators, Simon et al. report that out of a 
total of 5,694 patients who had received either 
Urokon 30%, Diodrast 35% or Neo-Iopax 50%, 
17.3% experienced reactions of varying severity. 
These authors then sought to reduce the in- 
cidence of reactions by adding the antihista- 
minic Chlor-Trimeton to the above-mentioned 
contrast media and found that in their own series 
of 530 patients the incidence of reactions was 
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A B 
Fig. 4 


Fig. 4.—Excretory urogram with Hypaque done on a 10-year-old boy with exstrophy of 
bladder. The ureters had been anastomosed to the colon, so that retrograde studies were not 
feasible. (a) Five-minute film reveals good demonstration of left collecting system and right 
minor calices. (b) Fifteen-minute film reveals better filling of right pelvis and proximal ureter. 


A B 
Fig. 5 


Fig. 5.—Horseshoe kidneys with crossed ectopia demonstrated after injection of 30 c.c. 
Hypaque. (a) Five-minute film reveals‘*excellent visualization of calices, pelves and ureters. 
(b) 35-minute film demonstrates upper urinary pathways and bladder. 
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only 7.1%. However, in our series of 400 cases 
in which Hypaque alone was administered, the 
incidence of reactions was only 5.5% and none 
of these was severe. 


EFFECT ON VITAL SIGNS 


In 78 patients the radial pulse was recorded 
before and five minutes after the injection of 
Hypaque. No change in rate was noted in 46 
patients. In 19 patients a slowing of the pulse 
occurred and in 13 patients there was a mild 
acceleration, No significant variations in respira- 
tions occurred. 

In 225 cases an average rise in blood pressure 
of 19 mm. systolic and 12 mm. Hg diastolic 
occurred within five minutes after injection. 


QUALITY OF VISUALIZATION 


In general, a marked improvement in the 
diagnostic quality of these examinations, as com- 
pared with previous examinations carried out 
with media of lower iodine concentration, was 
readily apparent. All the results were graded as 
excellent, good, fair, or poor; a result was called 
excellent when visualization was as good as with 
successful retrograde pyelography. While all 
categories were represented, the greatest number 
of cases fell into the “good” category. 


CONCLUSION 


Hypaque is a new medium for excretory uro- 
graphy which provides studies definitely superior 
in diagnostic quality to those with commonly 
used agents of lower iodine concentration, De- 
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spite its “intermediate” iodine concentration, it 
is of low toxicity and is well tolerated by 
patients. It is our impression, however, that fol- 
lowing further clinical studies in a larger patient 
population more reactions will occur. 

Our limited clinical studies have convinced us 
that Hypaque Sodium has proven very satisfac- 
tory as a urographic medium and that further 
clinical trial is indicated. 


This paper is a reconstruction of a paper presented 
to the Radiological Conference of the Yale Medical 
Center in December 1954. 

We should like to express our thanks to Drs. Clyde 
Deming, Marvin Harvard, Robert Berneike and John 
Goetsch for their valuable assistance in the evaluation 
of this new product. 


REFERENCES 


1. Barry, C. N. AND Ross, D. K.: Urokon Sodium 70% 
in Excretory Urography. To be published. 

2. BoHNE, A. W. AND CHRISTESON, W. W.: Radiology, 
60: 401, 1953. 

3. Hoppe, J. O.: Data in the files of the Sterling- 
Winthrop Research Institute. A Laboratory Sum- 
mary of the Chemical and Pharmacological 
Properties of Hypaque Win 8303-3, A New Uro- 
graphic Contrast Medium. 

- McAutirr, J. P. AND MCCHESNEY, E. W.: Data in thé 
files of the Sterling-Winthrop Research Institute. 

. MELICK, W. F., Byrne, J. E. AND BOoLer, T. D.: J. 
Urol., 67: 1019, 1950. 

- MULLEN, W. H. Jr. AND HuGHEs, C. R.: Am. J. Roent- 
genol., 68: 903, 1952. 

- NESBIT, R. M. AND LAPIDES, J.: Univ. Michigan M. 
Bull., 16: 37, 1950. 

Idem: J. Urol., 63: 1109, 1950. 
8. NEuHAUS, D. R., CHRISTMAN, A. A. AND LEwIs, H. B.: 
J. Lab. & Clin. Med., 35: 43, 1950. 

9. Idem: Proc. Soc. Exper. Biol. € Med., 78: 313, 1951. 

10. eee A. A. et al.: Am. J. Roentgenol., 72: 995, 

11. Porporis, A. A. et al.: Radiology, 60: 675, 1953. 

12. ee J. F. AND Rose, D. K.: J. Urol., 63: 1113, 


13. RopsBins, L. L. et al.: Radiology, 56: 684, 1951. 

14. WALLINGFORD, V. H., Deckpr, H. G. AND Kruty, M.: 
J. Am. Chem. Soc., 74: 4365, 1952. 

15. ZINK, O. C.: Routine Clinical Experiences Using 
Urokon 70% in Intravenous Urography. Surg., 
Gynec. & Obst., in press. 

16. Simon, S. W., BERMAN, H. I. AND ROSENBLUM, S. A.: 
J. Allergy, 25: 395, 1954. 

M. et al.: Surg., Gynec. & Obst., 101: 1, 


Anan 


17. LowMAN, R. 
1955 


ACTH and cortisone. The first authentic case re- 
ported in the literature was described by Teis- 
sier!® in 1887. In contrast to calcinosis circum- 
scripta, which affects older persons and is usually 
confined to the terminal phalanges of the fingers 
and the extensor aspect of elbows and knees, 
calcinosis universalis is a disease of the younger 
age group, a generalized, progressive and often 
fatal condition. Calcium salts are deposited in the 
form of cutaneous or subcutaneous nodules, and 
sometimes in muscles, tendons and nerves. The 
flexors of limbs as well as the lymph nodes of 
the groin and axilla are particularly affected, but 
the fingers usually escape. The female sex is 
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more often affected than the male. The youngest 
case on record was ina child of five weeks re- 
ported by Tisdall and Erb.** 


PATHOGENESIS 


Biochemical studies are disappointingly neg- 
ative in most cases and support the consensus 
that this is not primarily a disorder of calcium 
metabolism. A history of vitamin D intoxication 
or of renal disease is a rare finding. It has been 
reported after various childhood infections, in- 


cluding syphilis.‘ Some feel that degenerative ~ 


changes, probably secondary to sclerosis, must 
occur in fibrous tissue before calcium can be 
deposited.? Howard’ studied a patient with cal- 
cinosis and stated that the calcium salts were 
essentially similar to those of normal bone and 
were deposited in the matrix containing a muco- 
polysaccharide. Depolymerization of the matrix 
appeared to be due to some alteration in the 
fibroblasts of subcutaneous, fascial and ligamen- 
tous tissue which becomes calcified in spite of 
normal extracellular fluid. 

Since peripheral vasomotor disorders and Ray- 
naud’s disease are often associated with this 
condition, Brauer‘ feels that circulatory disturb- 
ance might favour the chalky deposition. Lang- 
mead! has suggested that calcinosis, scleroderma, 
dermatomyositis and myositis fibrosa are related 
and may be parts of a single disease process. In 
Atkinson and Weber's! series, 32% of the cases 
were associated with scleroderma; this preceded 
or followed the appearance of calcification. 

Recently an “anti-stiffness factor” in relation- 
ship to collagen disease and calcinosis has been 
demonstrated in guinea-pigs.® This is presumed 
to be a fat-soluble vitamin which regulates phos- 
phorus metabolism, but the nature of the active 
principle is still uncertain. 

Weil and Weissmann-Netter’> have suggested 
that the defect is one of phosphorus metabolism. 
The weight of experimental evidence is against 
this view, since low blood phosphorus levels 
rather than elevated ones are the rule. Bauer et 
al.2 showed that there was a tendency for their 
patient to retain absorbed calcium and phos- 
phorus in spite of normal serum levels. 


SYMPTOMATOLOGY 


Symptoms vary according to site and degree 
of involvement. The deposits may be so exten- 
sive that the joints of the affected limbs become 
swollen and stiff. Cutaneous ulcer formation at 
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the site of superficial calcium deposits is prob- 
ably responsible for the name “chalk gout” intro- 
duced in the literature, Muscular atrophy is a 
common finding and infection may lead to 
cachexia and fatal termination, Sinus formation 
with discharge of a cheesy, gritty material and 
cicatrization are frequent complications, 


PROGNOSIS 


As a rule, the prognosis depends upon the site 


and the degree of involvement and is poor in 


severe generalized cases. Spontaneous partial or 
even complete disappearance of calcification has 
been reported in some children. The consensus 
is that the patient who has survived the disease 
for five years has a better prognosis. 


TREATMENT 


Of the many types of therapy in vogue at one 
time or another, only a few are being used today. 
These include a ketogenic diet, with or without 
a low calcium diet, disodium phosphate or am- 
monium chloride. The acidosis consequent on 
the use of ammonium chloride has produced a 
persistent negative calcium balance, according 
to some investigators. The use of disodium phos- 
phate theoretically decreases the absorption of 
calcium and phosphorus from the gut by increas- 
ing the alkalinity of the gastrointestinal tract.’ 
ACTH and cortisone have been tried and have 
been reported as beneficial in a case of recent 
onset associated with dermatomyositis.® 1° 

Symptomatic treatment is the most important 
aspect of the medical care of patients with cal- 
cinosis. Excision of nodes that hinder joint move- 
ments should be undertaken, Antibiotics should 
be used in the treatment of ulcers. In the chroni- 
cally ill and deformed patient the prevention of 
bed-sores is of the utmost importance. The cor- 
rection of deformities presents an orthopedic 
problem only in severe cases. 


DIFFERENTIAL DIAGNOSIS 


Differential diagnosis must include: (1) hyper- 
vitaminosis D; (2) calcified tuberculous lymph 
nodes and lipomata; (3) uric acid gout; (4) 
metastatic calcification occasionally associated 
with chronic renal disease, multiple myeloma, 
leukemia, osteomyelitis, hyperparathyroidism 
and rarely with sarcoma or carcinoma; (5) myositis 
ossificans and myositis ossificans progressiva; (6) 
Werner's syndrome. 
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TABLE I. 
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NITROGEN, PHOSPHORUS AND CALCIUM STUDIES IN A CASE oF CALcrnosis UNIVERSALIS . 


(a) Ward diet:—Low calcium (0.5 Gm.) 


Diet Nitrogen Calcium Phosphorus Nitrogen 
Date _ calories intake intake intake urine 
m. Mgm. Mgm. Gm. 
May 
27 2,843 18.3 510 1,568 15.9 
28 2,843 18.3 510 1,568 15.9 
29 2,843 18.3 510 1,568 16.8 
30 2,843 18.3 510 1,568 16.8 
31 2.843 18.3 510 1,568 15.25 
June 
1 2,843 18.3 510 1,568 15.25 
(b) Ketogenic diet:—Low calcium (0.5 Gm.) 
June 
2 2,277 18.3 510 1,568 18.75 
3 2,277 18.3 510 1,568 18.75 
4 2,277 18.3 510 1,568 18.55 
5 2,277 18.3 510 1,568: 18.55 
6 220 18.3 510 1,568 18.1 
7 2,277 18.3 510 1,568 18.1 
(ce) Ketogenic diet:—Low calcium (0.2 Gm.) _ 
June 
8 2,277 18.3 200 1,568 13.15 
9 2,277 18.3 200 1,568 13.15 
10 2,200 18.3 200 1,568 16.55 
11 2,277 18.3 200 1,568 16.55 
12 2,277 18.3 200 1,568 16.95 
13 2,277 18.3 200 1,568 16.95 


Calcium Phosphorus Calcium Calcium Nitrogen 
urine urine stool balance balance 
Gm. Gm. Gm. Gm. Gm. 
0.555 1.17 0.211 —.256 +1.1 
0.555 ree 0.211 —. 256 +1.1 
0.491 1.12 0.211 —.192 +0.2 
0.491 1.12 0.160 —.141 +0.2 
0.465 1.14 0.160 -.115 +1.75 
0.465 1.14 0.160 -—.115 +1.75 

0.384 1.67 0.163 —.037 -1.75 
0.384 1.67 0.163 —.037 -1.75 
0.331 1.64 0.163 + .016 —1.55 
0.331 1.64 0.366 —. 187 -1.55 
0.344 1.66 0.366 —.200 -1.1 
0.344 1.66 0.366 —. 200 -1.1 
0.345 1.67 0.081 —. 226 +3.95 
0.345 1.67 0.081 —. 226 +3.95 
0.284 1.56 0.081 —.165 +0.55 
0.284 1.56 0.135 —. 229 +0.55 
0.305 1.48 0.135 —. 240 +0.05 
0.305 1.48 0.135 —. 240 +0.05 





CasE REPORT 


R.F., a male aged 25, was admitted to the Queen 
Mary Veterans Hospital on April 14, 1954, because of 
hard subcutaneous nodules, present since the age of 
5. The patient had been treated at the Children’s Mem- 
orial Hospital in Montreal for several years for this con- 
dition, having first been admitted in January 1934. Ra- 
diographs taken at that time showed extensive calcifica- 
tion in both axilla extending down the arms to mid- 
forearm, in the anterior abdominal wall and in the soft 
tissues of both buttocks with extension down both legs 
including the knees (Fig. 1). No particular incident was 
associated with the appearance of these calcified areas. 
He was described as physically retarded for his age. 
Because of pain and stiffness of the elbows and ‘knees, 
the patient had to be fed and was partly confined to 

ed. It was also noted by the hospital staff that any 
trauma to the extremities would cause an exacerbation 
of his condition, and that venepunctures in the ante- 
cubital fossaze were followed by an increase in size of 
the calcified nodules in that area. No familial history of 
the disease was obtained, as the patient had been adop- 
ted. A comprehensive biochemical investigation, in- 
cluding calcium and phosphorus balance studies, was 
negative. He was placed on a low calcium, ketogenic 
diet with added disodium phosphate. During the next 
two years he was admitted several times because of 
ulcerations around the left knee with consequent infec- 
tion. Repeated radiographs showed decrease of the cal- 
cified areas of the left arm and right leg, but an increase 
in the left leg. In 1942 he was readmitted because of 
an increase in the nodules and greater limitations of 
movement in both arms and legs (Fig. 2). This ex- 
acerbation was attributed to the fact that he spent the 
summer on a farm and had drunk large amounts of 
cream and milk. He was followed up in the outpatient 
department until February 1948. 

The patient states that he was in fairly good health 
during the intervening years up to the time of his pres- 
ent admission. He worked at odd jobs, mostly as a dia- 


~ 


mond driller, in the northern part of Quebec and in 
Western Canada. In 1952 he joined the Canadian army. 
In the spring of 1954 the appearance of nodules was 
noticed by his doctor; the patient was discharged from 
the army and admitted to the Queen Mary Veterans 
Hospital, Montreal, on April 14 for full investigatiom His 
only complaints were of occasional pain in the right 
leg and a slight degree of limitation of extension of the 
knee and left forearm. Palpable nodules were present 
in the muscle mass of the right hamstring group and 
both biceps. There were subcutaneous calcifications 
around the left elbow and in the left axilla. Otherwise, 
physical examination was negative. The patient admitted 
drinking several quarts of milk a day during the last 
two years while in the army. He had not followed his 
diet or taken his medication for at least 10 years. 

The following tests were made with normal results: 
blood serum calcium, phosphorus and alkaline phos- 
phatase, blood proteins and albumin: globulin ratio, 
sodium, potassium, chlorides, cholesterol, uric acid and 
blood urea nitrogen; several 24-hour urinary levels of 
calcium, phosphorus and uric acid. An ascorbic acid tol- 
erance test was normal; urinalysis and urine culture were 
negative, as was a complete hzemogram. The _inira- 
venous calcium test of Schilling and Laszlo!? was nega- 
tive as well as the Albright test of hyperfunction of 
the parathyroid. Complete x-ray survey showed 
calcified areas in the right thigh, in the left and right 
arms, and left axilla. There was no evidence of calcifica- 
tion in the soft tissues of the chest and abdomen, the 
heart and main vessels, the kidneys or joints. The bones 
were normal in appearance. Calcium, phosphorus and 
nitrogen balance studies were undertaken on: (a) a 
ward diet, (b) a ketogenic diet, and (c) a ketogenic 
diet with low calcium (Table I). Since the ketogenic 
factor in the diet did not further increase a negative 
calcium balance, the patient was discharged on a low 
calcium diet only. He was asked to avoid all milk and 
milk products and to report back to the Clinical Inves- 
tigations Unit of the Queen Mary Veterans Hospital at 
regular intervals for follow-up studies. 
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DISCUSSION OF CASE 


In spite of a history of a recent exacerbation, 
x-ray evidence points to the fact that there has 
been a slow decrease in calcified areas since 
childhood. Since any form of therapy has pro- 
duced varied results, it was felt that only dietary 
restriction of calcium should be used in this case, 
especially as two exacerbations have been 
definitely related to increased calcium consump- 
tion. One might theorize that the disadvantage 
of increased calcium elimination would in the 
long run cause decalcification of the skeleton, 
with the doubtful possibility of affecting the cal- 
cified deposits before producing marked osteo- 
porosis of the bones, 


SUMMARY 


A brief review of the pathogenesis, symptoma- 
tology, prognosis, treatment and differential diag- 
nosis of calcinosis universalis and a report of one 
case have been presented. 


The authors wish to thank Dr. R. L. Denton, registrar 
of the Children’s Memorial Hospital, for his help in pro- 
viding access to the early files and x-rays of the case. 
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ACTH..AND. CORTISONE IN ASTHMA 


Davies and Williams (Brit. M. J., 2: 293, 1955) add 
further confirmation of the value of corticotrophin gel 
and cortisone in severe and intractable asthma. In 
Cardiff, Wales, they treated a series of 44 chronic 
asthmatics and 6 chronic bronchitics with these hor- 
mones, either alone or in combination or in association 
with hydrocortisone, giving in general 80 units of cor- 
ticotrophin gel deeply intramuscularly daily for four 
days, then 40 units for three days. 

Eleven of the asthmatics were in status asthmaticus 
and the other 33 had intractable asthma. In 87.5% of 
courses the result was good, relief lasting on an average 
for 30 days. In over half the cases, no further hormone 
therapy was needed, a finding similar to that of American 
authors, The rest were given maintenance therapy with 
the smallest dose of cortisone (usually 12.5 to 75 mg. 
a day) that will keep the patient comfortable, plus cor- 
ticotrophin gel 20 units twice a week. 
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PULMONARY HYALINE DISEASE 
OF INFANTS* 


GLENN M. MARTIN, M.D.t and 
ROBERT H. MORE, M.D.t+ 


IN RECENT YEARS considerable emphasis has been 
placed on the etiology and pathogenesis of neo- 
natal pulmonary failure. Our interest in this 
problem was first aroused by a paper of Kaufman 
and Spiro! in which they described, in support of 
MacMahon,? a previously unrecognized con- 
genital malformation of the fetal lungs which 
they termed alveolar dysplasia. Review of our 
own group of stillbirths and neonatal deaths re- 
vealed several cases which resembled closely 
those described by these authors. We were, how- 
ever, unable to agree with their conclusions, and 
were of the opinion that the entity described was 
not a congenital anomaly but a peculiar type of 
pulmonary collapse to which Potter* had given 
the name resorption atelectasis. In many of these 
cases pulmonary hyaline membranes were pres- 
ent as well. Resorption atelectasis and hyaline 
membrane formation constitute the main. histo- 
logical features of a disease entity which ap- 
parently has a typical clinical picture and has 
been referred to by Potter* as pulmonary hyaline 
disease of infants. 


Hoccheim® in 1903 was the first to describe 
a coating of the alveolar ducts, atria, and alveoli 
by an irregular, but well-defined homogeneous 
eosinophilic material. In the past 50 years over 
5,000 autopsies have been reported on newborn 
infants of viable gestation, of which approxi- 
mately 13% showed pulmonary hyaline mem- 
branes. There is no general agreement on the 
terminology used, various names being applied 
according to the author's view of the etiology of 
the membrane. Some have referred to it as an 
asphyxial membrane, others call it a vernix 
membrane, and still others a hyaline or hyaline- 
like membrane. The original workers were of the 
opinion that the eosinophilic material was de- 
rived from proteins present in the vernix caseosa, 
or amniotic fluid. The importance of resorption 
atelectasis with its associated membrane forma- 
tion as a primary cause of death was first stressed 
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by Dick and Pund® in 1949, This fact has been 
re-emphasized by Potter as well. 


CLINICAL-PATHOLOGICAL FEATURES OF 
PULMONARY HYALINE DISEASE OF THE 
NEWBORN 


Clinically, the features observed in infants 
dying of pulmonary hyaline disease follow a 
rather consistent pattern. The lesion is found 
almost exclusively in liveborn infants, and is 
more often present in the premature and in those 
delivered by Cesarean section than in full-term 
infants delivered per vaginam. The overall in- 
cidence usually quoted is 20% of newborn 
infants with a variation between 6 and 100% 
depending upon the weight of the child. 

Initially there is spontaneous respiration and 
normal behaviour for 1-2 hours, followed by 
respiratory difficulty and death, usually within 
the first 48 hours of life. Death is considered to 
be the result of abnormal pulmonary ventilation 
produced by resorption atelectasis and the 
pulmonary hyaline membranes which act as a 
barrier to proper capillary oxygen exchange. 
Grossly, the lungs are uniform in appearance, 
firm in consistency, deep red in colour, and often 
weigh more than would the normal lungs of an 
infant of the same age and weight. Microscopic 
examination reveals scattered zones of dilated 
air spaces which are lined by an irregular layer 
of homogeneous, finely granular, eosinophilic 
material. These alternate with areas in which 
alveolar collapse is marked. The latter regions 
appear solid. 


CHEMICAL NATURE OF HYALINE 
MEMBRANES 


The exact chemical nature and the origin of 
the eosinophilic substance have not been 
established. The amino acids tyrosine and 
and arginine are present, and with the use of 
the Schiff periodic acid stain the presence of a 
carbohydrate complex attached to the protein is 
identified. Fat is stainable in varying amounts in 
many instances, but is entirely absent in others. 
The material is negative for iron, cholesterol, 
collagen, amyloid, elastic tissue, red _ cells, 
mucus, and bronchiolar epithelium. 


PRESENTATION OF 17 CASES OF 
PULMONARY HYALINE MEMBRANE DISEASE 


Stillbirths and neonatal deaths occurring at 
the Kingston General Hospital, and at the Hétel- 
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Dieu Hospital, Kingston, during the years 1948- 
1951, were investigated. The autopsy protocols 
were reviewed and the lung sections re-examined 
in all cases. There was no attempt to eliminate 
those cases showing clinical evidence of pulmo- 
nary inflammation or in which the body of the 
infant weighed less than 2,500 gm. 


TABLE I. 


INCIDENCE AND ASSOCIATED FINDINGS IN 17 CASES 
oF HYALINE MEMBRANE DISEASE IN INFANTS 


(a) Relation to birth weight: 
300 - 1,000 
1,001 - 1,500 gm 


Over 2,500 gm 


Relation to duration of life: 
0D ee I ie oon ov bra dee Sa 
13 - 24 - 
25 - 36 “4: 
as - 48, * 
Over 48 “ 
17 cases 


Relation to other pathological lesions: 

Hyaline membranes only 14 cases 
Intracranial hemorrhage 1 case 
Hypoplasia of lungs i 
Hemorrhage into adrenals............... — 


17 cases 


Thirty stillborn and 51 liveborn infants were 
included in this study. No evidence of resorption 
atelectasis or hyaline membrane formation was 
present in any of the stillborn infants, while the 
incidence of these changes in the liveborn in- 
fants was 33% (17 cases). Ten of the infants 
showing this type of atelectasis with associated 
hyaline membranes were born prematurely, 
seven having a birth weight of 2,500 gm. or more 
(Table I). None died within the first hour of life 
and, if one premature infant is excluded, the 
longest period of survival was 46 hours. This 
infant had a birth weight of 700 gm. and died 
on the 6th day of life, the lungs showing small 
areas of resorption atelectasis. Six infants died 
within 12 hours of birth, 15 of the affected new- 
born dying before the end of the first 36 hours 
of life (Table I). Resorption atelectasis and 
hyaline membranes were found without any 
associated significant pathological lesion in 83% 
of the cases; intracranial hemorrhage, hypo- 
plasia of the lungs, and intra-adrenal hemor- 
rhage were encountered in one each of the three 
remaining cases. : 
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PATHOLOGICAL FEATURES OF PULMONARY 
HYALINE MEMBRANE DISEASE 


The pathological features of pulmonary 
hyaline membrane disease were well defined. 
Grossly, the lungs were voluminous, moderately 
firm, and dark red or purple in colour. Some of 
the lung segments sank readily in water while 
others contained sufficient air to allow them to 
float. The microscopic picture was that of re- 
sorption atelectasis (Fig. 1) with scattered air- 
filled atria and alveolar ducts separated by 


*“ apparently solid zones of tissue which proved 


to be formed of collapsed alveolar walls. In 
many segments the atria and alveolar ducts 
were lined by irregular layers of homogeneous 
eosinophilic material, the hyaline membranes; 
while in other regions this membrane formation 
was not always in evidence. High-power mag- 
nification (Fig. 2) demonstrated marked conges- 
tion of alveolar capillaries, and with care small 
amounts of eosinophilic granular material could 
be identified within some of the collapsed 
alveoli. The use of the reticulin stain served to 
demonstrate more clearly the usually ill-defined 
alveolar walls. 


OcCURRENCE OF PULMONARY HYALINE 
MEMBRANES IN DISEASES OF ADULTS AND 
OLDER CHILDREN 


Pulmonary hyaline membranes are not limited 
to the newborn. In a recent excellent review 
De and Anderson’ have listed 21 diseases of 
adults and older children in which the condition 
has also been reported. These include: (1) in- 
fluenza and influenzal pneumonia; (2) rheumatic 
disease; (3) bronchopneumonia; (4) war gas 
poisoning; (5) radiation pneumonitis; (6) sul- 
phonamide pneumonitis; (7) poliomyelitis; (8) 
chickenpox; (9) subacute bacterial endocarditis; 
(10) metastatic carcinomatosis of the lungs; (11) 
lymphosarcomatosis; (12) Hodgkin’s disease; (13) 
uremia; (14) beryllium poisoning. 

A consideration of the fact that pulmonary 
hyaline membranes have been discovered in so 
many diseases of varying etiology may be of 
some assistance in establishing the nature of the 
etiology and pathogenesis of this material. The 
suggested cause in practically all of the above- 
mentioned diseases is vascular injury with 
particular involvement of the alveolar capillaries. 
The protein material of the membranes is con- 
sidered therefore to have been derived from 


blood. 
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PATHOGENESIS OF PULMONARY HYALINE 
MEMBRANE FORMATION IN INFANTS 


The idea that aspiration of amniotic fluid was 
the basic cause of the hyaline material has 
stimulated many investigators to attempt to pro- 
duce these membranes by intratracheal injec- 
tions of varying types of foreign material. In 
1925, Johnson and Meyer® injected Lysol, soap 
solution, amniotic fluid and egg albumin into the 
tracheas of rabbits, and were able to produce 
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animals. It is apparent that these circumstances 
are so artificial compared to anything that can 
happen during life that it remains doubtful 
whether the membranes arise from fluid reach- 
ing the lungs by this route. 

The hypothesis that the protein forming the 
hyaline membranes is derived from blood 
rather than from amniotic fluid is held by several 
prominent investigators. Arey’? has stated that 
intrauterine anoxia may not only result in the 





Fig. 1.—Pulmonary hyaline disease. Low-power magnification showing resorption atelectasis 
with hyaline membrane formation. Fig. 2.—Pulmonary hyaline disease. High-power magnification. 
Small amounts of granular hyaline material are identifiable within some of the collapsed alveoli. 


hyaline membranes only once, and that with egg 
albumin, Farber and Wilson in 1932° and other 
groups of workers several years later, using ma- 
terials such as india ink, horse serum, dilute 
hydrochloric acid, and amniotic fluid, obtained 
positive results in only a few instances. Blystad, 
Landing and Smith,’° however, discovered more 
frequent lesions in rabbits after the injection of 
15-20 ‘c.c. of amniotic fluid, in 1 c.c. amounts 
over a long period of time. More recent work in 
this regard has been carried out by Claireaux™ 
in England, who reported the production of 
typical membranes in rats, following intra- 
tracheal injection of amniotic fluid previously 
incubated at 37° C. for eight days. 

On the basis of the report by Blystad e¢ al., 
it would appear that approximately 100-150 c.c. 
of amniotic fluid would be necessary for mem- 
brane formation in a newborn infant, the lung 
volume of which is only approximately 50 c.c. 
This large amount of fluid is much more than any 
infant would be likely to aspirate. Although the 
experimental observations of Blystad et al. and 
others are strikingly different from those of 
Claireaux, together they show that under ap- 
propriate conditions protein material reaching 
alveoli by way of the trachea can result in 
hyaline membrane formation in laboratory 


aspiration of excessive amounts of amniotic 
debris in the lungs, but may also be responsible 
for capillary damage. This damage would then 
allow for the escape of protein material from 
vessels, with the resultant formation of eosino- 
philic membranes. Prematurity is also a factor 
in increased capillary permeability and, as has 
been noted, hyaline membrane formation is pre- 
dominantly a lesion of premature infants. 
According to this theory, vascular damage, or at 
least some type of increased capillary perme- 
ability, could be the common factor responsible 
for membrane production in newborn infants, 
older children and adults. 

Farber in 1937" performed bilateral cervical 
vagotomies on rabbits, and found that this led 
to the death of the animals as a result of con- 
gestion and pulmonary cedema. Occasionally, 
bronchopneumonia and hyaline membranes 
were also noted. This work was repeated in 1951 
by Miller‘ and others, and has led to the 
theory that the proteins forming the membranes 
are derived from pulmonary cedema fluid which 
has entered the alveoli after birth. Clinically 
there are several observations which would tend 
to support this hypothesis. Most of the infants 
progress reasonably well immediately after de- 
livery, the rather typical symptoms appearing 
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several hours later. Several workers such as 
Gruenwald" find it difficult to believe that 
infants whose lungs contain sufficient material at 
birth to form hyaline membranes several hours 
after delivery would live for as long a period 
as they usually do. He has found that the alveo- 
lar fluid in cases showing membrane formation 
is coagulated by histological fixative and has 
some affinity for stain. This of course does not 
prove that it is cedema fluid but, as the content 
of protein in amniotic fluid is relatively low, it 


suggests that the fluid represents cedema fluid_. 


rather than amniotic fluid. 

Recently Chapple’*® has commented on a pos- 
sible hormonal influence on lung permeability. 
He referred to the results of experiments per- 
formed by Lurie, which showed that hormones 
- in some way or other appear to regulate the 
absorption of various materials in the lungs. He 
feels that they may therefore play some part in 
the absorption of amniotic fluid or of oedema 
fluid. The oestrogen level, which is normally low 
during the first half of pregnancy, begins to rise 
at about four and a half months, and the pro- 
gesterone, which is predominant earlier, follows 
the cestrogen at a lower level until 24 hours 
before delivery, when the level falls precipi- 
tously. It has been found that cestrogen increases 
muscle tone and appears to diminish its permea- 
bility, while progesterone, on the other hand, 
relaxes muscle and causes the accumulation of 
fluid. Labour normally begins when the pro- 
gesterone level falls. It is obvious therefore that 
with delivery of the infant by Cesarean section 
before labour begins, or in premature labour, a 
different hormonal situation exists. That the re- 
actions of the newborn in such cases are often 
quite different is an accepted fact. 

Another factor which must be considered in 
any discussion of the pathogenesis of this disease 
entity is that of high intrapulmonary oxygen 
concentration. Davey’? and_ several other 
workers have carried out experiments on acute 
oxygen poisoning, the presence of eosinophilic 
membranes in this condition being first de- 
scribed by Pichotka in 1940. Bruns and 
Shields'*: ?° have produced hyaline membrane 
formation in a large percentage of laboratory 
animals exposed to high oxygen concentrations 
and have described progressive stages in the 
transition of a normal intact epithelium into 
cellular degeneration and membrane formation. 
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They suggest that the predisposing factor of 
fetal anoxia increases capillary fragility, that 
extrauterine respiration as a precipitating factor 
initiates bronchiolar and alveolar duct injury, 
and that aggravating factors such as immaturity 
and high oxygen concentration further enhance 
the damaging process with the production of 
hyaline membranes. 

In most of the reports atelectasis has not been 
encountered in animals subjected to high oxygen 
concentrations, but recently De and Anderson?" 
have described pulmonary collapse in newborn 
guinea-pigs and rats subjected to these abnormal 
atmospheric conditions. 

Numerous efforts have also been made to link 
up the presence of hyaline membrane formaticn 
in lungs of the newborn with associated fetal in- 
flammation or with various complications which 
occur in pregnancy or labour. The idea that in- 
flammation played some part in the development 
arose as a result of the fact that many of the 
cases first studied also showed bronchopneu- 
monia. This concept has proved to be an un- 
sound one. There also appears to be no 
correlation of the mother’s age, parity, race, 
serology, or Rh antibodies, or of analgesia, with 
the presence of the hyaline membranes. 

The only factors which bear any constant 
relationship to hyaline membrane formation are 
prematurity and Cesarean section. The explana- 
tion of this fact is not well understood, but there 
is no doubt that those infants delivered pre- 
maturely or by Cesarean section show the 
highest incidence of pulmonary hyaline mem- 
branes. Possible factors which have been shown 
to lead to membrane formation, and which may 
be present in this group of infants, are: (1) insta- 
bility of the semipermeable membranes; (2) high 
progesterone levels; and (8) possible high 
oxygen tensions present during the immediate 
treatment of premature infants. 

It is obvious from the preceding discussion 
that the bulk of the studies carried out to date 
have dealt chiefly with the examination of the 
hyaline membrane alone. It would appear that 
too much stress has been placed upon these 
lesions, with subsequent neglect of the more 
important resorption atelectasis. Atelectasis plus 
hyaline membranes may represent an entity 
which is quite different from that associated 
with the simple presence of hyaline membranes 
in the lungs of infants, older children and adults 
who die of other causes, Gruenwald has referred 
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to these membranes as “eosinophilic herrings” 
and is not-happy even to accept the fact that 
they are entirely responsible for the pulmonary 
collapse. As this problem is studied more in- 
tensely, the fact must not be ignored that 
atelectasis is usually absent in the experimental 
cases showing hyaline membranes and that it is 
a constant finding in the newborn and may be 
present without any evidence of membrane 
formation. 


SUMMARY 


Hoccheim in 1903 was the first to describe 
hyaline membrane formation, while Dick and 
Pund in 1949 emphasized the importance of the 
disease process as a primary cause of death. The 
eosinophilic material is devoid of iron, red cells, 
amyloid, cholesterol and collagen, but contains 
the amino acids tyrosine and arginine, with 
variable amounts of fat and an associated carbo- 
hydrate complex. Emphasis is placed on the fact 
that pulmonary hyaline membranes are en- 
countered in a large number of varied disease 
processes which occur in adults and older 
children as well as in the newborn infant. The 
most important of these disease entities are: (1) 
influenza and influenzal pneumonia, (2) rheu- 
matic disease, (3) war gas poisonings, and (4) 
radiation pneumonitis. The suggested etiology is 
that of vascular injury. 


The clinical and pathological features’ of in- 
fants dying of pulmonary hyaline membrane dis- 
ease are characteristic. The entity is found most 
commonly in liveborn infants and is present 
more often in premature than in full-term 
infants. Death occurs, after a period of normal 
behaviour, from 1 to 2 hours up to 4 to 5 days 
after birth. The lungs are of normal size, firm 
and reddish-purple, showing the microscopic 
features of resorption atelectasis with irregular 
layers of homogeneous eosinophilic material 
coating the alveolar ducts, atria and alveoli. 


There are two main schools of thought about 
the origin of the hyaline membranes. The first 
deals with the theory that concentrated protein 
derived from inhaled amniotic fluid produces 
obstruction and leads to the production of 
atelectasis after the infant is born. The second 
is concerned with the derivation of the protein 
from the blood rather than from aspirated 
amniotic fluid. The latter is supported by many 
examples of diseases of older children and adults 


~ 
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in which hyaline membrane formation is ob- 
served. In all of these diseases, damage to small 
vascular channels is considered to be the direct 
cause of the escape of the protein material. It is 
thought by some workers that high oxygen 
concentrations with associated vascular and epi- 
thelial damage, or hormonal imbalance with co- 
incident increase in vessel permeability, may be 
important factors in the consideration of the 
pathogenesis of this disease entity. Others tend 
to incriminate post-natal oedema fluid as the 
source of the protein material. 


Prematurity and Ceesarean section are the only 
two factors which bear any close relationship to 
membrane development. 


Up to the present time most of the experi- 
mental work carried out has been concerned 
with the production of the hyaline membranes 
themselves, the associated resorption atelectasis 
occupying a secondary position. It would appear 
that the latter is perhaps the more important of 
the two, and support is given to the suggestion 
that resorption atelectasis plus hyaline mem- 
brane formation may represent a disease process 
which is quite different from that associated 
with the presence of hyaline membranes alone in 
the lungs of infants, older children and adults. 
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CARBON DIOXIDE NARCOSIS 
AND THE MANAGEMENT OF 
ADVANCED PULMONARY 
INSUFFICIENCY* 


J. A. P. PARE, M.D., J. W. MORTON, M.D. 
and B. ROSE, M.D., Montreal 


THE DEVELOPMENT of drowsiness, confusion and 
coma in emphysematous patients receiving oxy- 
gen therapy has been recently reported.’~* The 


factor or factors responsible for this impairment 


of consciousness are not known, but there is con- 
siderable circumstantial evidence implicating the 
level of carbon dioxide in the blood. Comroe* 
observed the development of mental symptoms in 
nine of 66 patients with chronic anoxzemia given 
high concentrations of oxygen to breathe. All of 
these nine patients had emphysema; all had an 
arterial O, saturation of 90% or less, and all had 
a Pco, of more than 50 mm. of mercury. A con- 
siderable decrease in resting respiratory minute 
volume occurred in each case while on oxygen, 
as the Pco, rose and the arterial pH fell. 

It appears to be generally accepted that high 
concentrations of oxygen will cause, in anoxzemic 
patients, a moderate to marked decrease in ven- 
tilation. This decrease in ventilation will in no 
way impair the. saturation of hemoglobin with 
oxygen, since the alveolar partial pressure of 
oxygen is considerably raised by the inhalation 
of this gas, However, in patients with pulmonary 
insufficiency, not only for oxygen intake but also 
for CO, elimination, the sudden restriction of 
alveolar ventilation results in further retention of 
CO, in the blood. 

How ventilation is impaired by inhalation of 
high concentrations of oxygen in anoxzmic 
patients is not known. The theory has been ad- 
vanced that the anoxzemia serves as a stimulus 
to the carotid body, which in turn reflexly con- 
trols ventilation through the respiratory centre in 
the medulla and pons. The respiratory centre is 
itself depressed by the high level of carbon 
dioxide in the blood. Carbon dioxide* * has been 
shown to be a depressant in high concentration, 
although a stimulant to respiration in low con- 
centration. The administration of oxygen removes 
the stimulus to the carotid body, and a sudden 
decrease in ventilation results. 


*From the McGill University Clinic, Royal Victoria Hos- 
pital, Montreal. 
Aided by a grant from the National Research Council of 


Canada. 
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Whatever the mechanism for the decrease in 
ventilation with oxygen therapy in these patients, 
the result is a rise in CO, content and the devel- 
opment of mental symptoms, including the coma- 
tose state. It would appear from the studies re- 
ported by Comroe et al.‘ that actual hypo- 
ventilation need not develop in those patients 
who already show a pulmonary insufficiency with 
regard to the elimination of CO,. Some of the 
patients reported by these workers were hyper- 
ventilating when first given oxygen and the 
sudden relative decrease in ventilation with con- 
sequent CO, retention was presumably enough 
to precipitate coma. It seems reasonable to 
assume that a similar state of mental impair- 
ment would appear, even in the presence of 
normal lung parenchyma, if an absolute hypo- 
ventilation developed from sudden severe res- 
piratory centre depression. These patients would 
receive oxygen which would correct the conse- 
quent anoxia to a greater or lesser extent, but 
which would in fact tend to further impair the 
excretion of CO, by the lungs. Such cases have 
been reported following encephalitis lethargica,’ 
poliomyelitis and narcotic poisoning,® and head 
injuries.° The sudden inhalation of pure oxygen 
with the respiratory centre depressed by anoxia 
has also been reported as a cause of coma in 
aviators.?® 1 

The actual mechanism by which a sudden rise 
in CO, content is able to produce coma is, as yet, 
not clear. Carbon dioxide does cause cerebral 
vasodilation with increased blood flow,'? and an 
increase in cerebrospinal fluid pressure. It would 
appear reasonable to assume that these changes 
are in some way related to the mental symptoms. 

Over the past two years we have been par- 
ticularly interested in emphysema and chronic 
cor pulmonale. A combined clinical and physio- 
logical study has been directed toward the deter- 
mination of the degree of pulmonary insufficiency 
in patients with these conditions, and the res- 
ponse to the various therapeutic agents used in 
an attempt to correct the anoxia and cardiac 
failure. In the course of this study several 
patients were seen in confused or comatose states 
apparently brought on by sedation and/or oxygen 
therapy. The following case reports are cited as 
examples of this phenomenon occurring in ad- 
vanced pulmonary insufficiency, 


Case 1 


H.H., a 69-year-old man who had had bronchitis for 
17 years and symptoms of emphysema for nine years, 
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developed severe respiratory distress and congestive heart 
failure after prostatectomy. He was digitalized and given 
a mixture of 95% O. and 5% CO; by intranasal catheter. 
Although cyanosis was quickly relieved, seven hours later 
he was found to be comatose. The intranasal catheter was 
removed and within 25 minutes he was fully conscious. 
Two further episodes occurred with subsequent attempts 
to administer this mixture, and on each occasion rapid 
recovery of consciousness resulted on stopping the oxy- 
gen-carbon dioxide mixture. 

Over the next few days his breathing became ex- 
tremely shallow and he was confused and disorientated. 
Despite the usual therapeutic measures, including the 
intermittent administration of oxygen at a low rate of 
flow, his condition deteriorated and as a last resort pneu- 
moperitoneum was established in the hope of improvin 
his ventilation. The pneumoperitoneum was maintaine 
with frequent refills over a period of three weeks and 
the patient showed a remarkable clinical improvement. 
He was allowed up in a chair and appeared to be making 
a very satisfactory recovery when he developed a paraly- 
tic ileus. The pneumoperitoneum was abandoned and 
frequent injections of demerol were required for pain. 
He again became confused and disorientated and died 
after being 18 hours in a comatose state. Post-mortem 
examination showed marked bilateral emphysema and 
cor pulmonale, the right ventricle being 6 mm. in thick- 
ness. 


The laboratory data and clinical course of this 
patient during the initial phase of his illness are 
summarized in Fig. 1. Arterial blood was drawn 
on each occasion after oxygen therapy had been 
stopped for at least half an hour. Anoxzemia (nor- 
mal arterial O, saturation — 95-100%) and 
hypercapnia (normal CO, content — 49-52 
vols. %), with a normal pH, were detected on 
the initial analysis several days after the episodes 
of coma, The patient at that time was in a state 
of compensated respiratory acidosis. Studies of 
arterial blood showed gradually increasing oxy- 
gen saturation and decreasing CO, content. With 
the elimination of CO, a mild metabolic alkalosis 
developed. Pneumoperitoneum, which has been 
previously reported as an emergency procedure 
in this condition, may have contributed to the 
temporary improvement in pulmonary function."* 


CasE 2 


A.L., a 51-year-old man, was admitted because of 
severe respiratory distress, cyanosis and muscular twitch- 
ing. A history of constant wheezing and dyspnoea dating 
back 20 years had necessitated two previous admissions 
to hospital for treatment of advanced emphysema and 
cardiac failure due to cor pulmonale. Several months be- 
fore this present admission pulmonary function tests had 
shown a marked reduction in maximum breathing 
capacity and an increase in residual volume. No sig- 
nificant objective change had occurred on initiation of a 
pneumoperitoneum, despite some subjective improve- 
ment. One month before admission his arterial oxygen 
saturation was 61.9% and his CO, content 64 vols. %. 
Three phlebotomies totalling 1,500 c.c. were performed 
for the purpose of relieving headaches presumed due to 
secondary polycythemia, after which his oxygen satura- 
tion rose to 67%, Congestive failure develo despité 
digitalis administration and a low sodium diet and he 
was admitted to hospital. After admission he was given 
oxygen by B.L.B. mask. He became comatose within 
two hours, and the oxygen was discontinued at this point. 
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Fig. 1.—Laboratory and clinical data in Case 1. 


An arterial blood sample showed an oxygen saturation of 
37%, a CO: content of 63.7 vols. % and a CO, com- 
bining power of 68 vols. %. He became fully conscious 
one hour after oxygen therapy had been stopped. Be- 
cause of the severe degree of anoxemia, it was felt 
necessary to readminister oxygen, which was given by 
intranasal catheter at a rate of 1 1./min. He became con- 
fused, remaining so for three days, after which he sank 
into a coma and died. The autopsy revealed marked 
bilateral emphysema and hypertrophy of the right 
ventricle. 


On his final admission this patient, with his 
long history of dyspnoea, cyanosis, polycythzemia 
and recurrent episodes of congestive failure, pre- 


TABLE I. 





ARTERIAL BLoop GASES ON THREE CONSECUTIVE Days 
BrEroreE DEaTH (CASE 2) 


First day Secondday Third day 
Date of after after after 


hospitalization admission admission admission 
Arterial O2 content, 
ey ie 6.8 5.05 
Arterial O2 capacity, 
WE isa Fb amis 18.5 16.5 
Arterial O2 saturation, % 
(normal 
95% -100%).. 37.0% 30.6% 
COz content, vols. % 
(normal 
49-52 vols.%) 63.7 66.0 72.7 
CO2 combining power, 
vols. % (normal 
55 - 75 vols. %) 68.0 76.4 78.6 
Mental status Coma Confusion — — 
eat 
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sented the problem of a severe anoxzemia, re- 
quiring oxygen; this therapy precipitated coma. 
The CO, content increased steadily over a three- 
day period, A compensation for this CO, excess 
is indicated by the rise in CO, combining power. 
(See Table I.) 


CasE 3 


N.A., a 53-year-old male, was admitted in congestive 
failure, with rapid laboured respirations and marked 
cyanosis. Eight years previously a diagnosis of emphy- 
sema with secondary polycythemia and cor pulmonale 
had been made. He had been in heart failure at that 


time, which had cleared on bed rest and digitalis. Four -- 


years previously he had again been admitted in conges- 
tive failure. Oxygen therapy had not been given on either 
of these two previous admissions. On the preseat admis- 
sion he was placed in an oxygen tent and was given mer 
curial diuretics. The following morning he appeared 
drowsy and during the day, while still in the oxygen 
tent, he became deeply comatose. The tent was removed 
and within 20 minutes he was conscious, although still 
markedly cyanosed. He was then given oxygen by intra- 
nasal catheter at a flow rate of 3 1./min. which was grad- 
ually increased over a period of hours until he again 
went into a coma at a 10 |./min. flow. The oxygen was 
again stopped and within one hour he had recovered 
consciousness. Following this second episode of coma, 
oxygen therapy was given continuously at a rate of 3 1./- 
nin. He remained conscious for several days, but became 
confused and incontinent of faeces and urine; he expired 
on the eighth day after his original episode of coma. 


Arterial blood was drawn just before death 
with the patient breathing room air. The arterial 
oxygen saturation was found to be 77.9%, the 
CO, content 82.7 vols. %, and the CO, com- 
bining power 87.8 vols. %. Autopsy showed an 
advanced emphysema with dilatation and hyper- 
trophy of the right ventricle, There was marked 
pulmonary arteriosclerosis and chronic passive 
congestion of the liver and spleen. 


CasE 4 


A.C., a 68-year-old man, was admitted for investiga- 
tion of myxcedema. He had been admitted to hospital the 
previous year in cardiac failure, with emphysema, poly- 
cythemia and cor pulmonale. During the interval he had 
remained moderately dyspnoeic and cyanosed. During the 
first six days of hospitalization he underwent investiga- 
tion for hypothyroidism. He appeared quite rational 
during this time. On the morning of the seventh day he 
fell out of bed and fractured the neck of his right femur. 
He was noted to be confused and very cyanotic, with 
extremely shallow respirations. The blood pressure was 
108/70 mm. Hg as compared to an admission reading of 
130/80. Fifty mg. of demerol was given for relief of 
pain, and within one hour he became comatose. Because 
of the extreme cyanosis, oxygen was given by B.L.B. 
mask at 8 1./min. flow. Blood pressure rose to 150/80 
mm, Hg and cyanosis disappeared, but coma persisted. 
Oxygen was temporarily discontinued and an_ arterial 
puncture was done. The oxygen saturation was 55% and 
the CO. content 72.8 vols. %. He was put in a respirator 
with the hope of improving his ventilation and blowing 
off the carbon dioxide. Arterial oxygen saturation, as de- 
termined with an ear-piece oximeter (Waters-Conley)*, 


*Waters-Conley Company, Rochester, Minn., U.S.A. 
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was 52% before and rose to 76% while in the respirator. 
It was found impossible to synchronize the respirator with 
the patient’s own respiratory movements, and even with 
oxygen flowing at 10 |./min. by nasal catheter the blood 
did not become fully saturated. He was in the machine 
for 26 hours, and was removed from time to time to 
determine the character of his own respiratory move- 
ments. He was comatose throughout this entire period. 
Arterial. blood taken two hours before death showed a 
CO, content of 75.2 vols. %. Terminally, frothy, blood- 
tinged fluid exuded from his nostrils and mouth. 


At autopsy there was found to be a diffuse emphysema 
with dilatation and hypertrophy of the right ventricle, 
which was 10 mm, in thickness. The lungs were large, 
heavy, oedematous and hyperemic. The thyroid gland 
was replaced by a Riedel’s struma. 


Coma in this patient was associated with 
marked hypoventilation which appeared after an 
accident. The small dose of demerol may have 
been a factor in precipitating coma, since the 
patient with advanced emphysema and myx- 
cedema would presumably have been very sen- 
sitive to narcotics. A Drinker type respirator was 
used in an attempt to improve ventilation. Pul- 
monary oedema is an unusual finding in cor 
pulmonale but the giving of 4.5 litres of 5% 
glucose over the 24 hours before death may have 
contributed to this condition. 


Case 5 


W.K., a 54-year-old man with emphysema and chronic 
cor pulmonale, was admitted in congestive heart failure. 
He gave a history of an episode of cardiac failure six 
months previously, successfully treated with a low salt 
diet, digitalis and rest. Arterial O, saturation as measured 
by oximeter three days before admission was 86%. 
Treatment consisted of oxygen administration by nasal 
catheter at a flow of 1 1./min., antibiotics and a low 
sodium diet. Ile showed gradual improvement over the 
first ten days in hospital. On the night of the tenth day, 
he was given chloral hydrate grains xx for insomnia. 
Early the next morning he was in a semi-comatose con- 
dition and very cyanotic. Oxygen was given by B.L.B. 
mask. Twenty minutes later he was in a deep coma. 
The mask was removed and oxygen was continued by 
intranasal catheter at 2 1./min. The arterial oxygen satu- 
ration with the oxygen running at this rate was 92% and 
the CO, content 79.9 vols. %. The patient remained in 
coma for approximately three hours. Twitching, partic- 
ularly of the face and limbs, was then noted. Over the 
next hour he was completely irrational, shouting and 
attempting to get out of bed. He became rational, only 
to pass once more into a comatose state which lasted 
approximately five minutes. With return of consciousness 
twitching was again noted. During all this time oxygen 
administration was continuous by intranasal catheter at 
a flow of 1% 1./min., and the arterial O, saturation never 
rose above 94%. No further episodes of coma occurred 
and oxygen therapy was stopped 48 hours later, when his 
arterial oxygen saturation, while breathing room air, be- 
came stabilized at 90%. 


This patient appeared to be progressing satis- 
factorily on intranasal oxygen, but went into a 
prolonged episode of coma following sedation 
and oxygen administration by B.L.B. mask. His 
CO, content rose to a very high level (see Table 
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TABLE II. 
11thday 12thday 16thday 25th day 
Day of coma and F 
hospitalization confusion rational rational rational 
Serum K. 
(normal 


4.3-5.4 mEq.) .. 5.75 4.75 5.45 
Serum Na. 
(normal 
139-148 mEq.) .121.0 
Serum Cl. 
(normal 
99-107 mEq.) .. 68.9 73.0 85.2 94.2 
CO2 combining power 
(normal 
55-75 vols. %).. 85.0 80.5 
COd> content 
(normal 
49-52 vols. %).. 79.9 79.5 68.5 59.6 
Art. O2 saturation 
(normal 
95-100%)...... 86.0 22.0.) Bbs2 90.5 


Changes in electrolytes, carbon dioxide and arteria 
blood oxygen coincident with clinical improvement (Case 5) 


135.0 129.0 142.0 








II) and this hypercapnia was accompanied by a 
marked hypochloremia, Except for severe exer- 
tional dyspnoea he has remained well for the last 
9 months since discharge from hospital. His arte- 
rial O, saturation continues in the range of 90%. 


Case 6 


J.B., a 60-year-old man, was admitted in congestive 
heart failure. He gave a history of having had pneumonia 
and empyema at the age of 18. He had had increasing 
dyspnoea for the past three years. On examination it was 
noted that there was little movement of the right chest 
and air entry was poor. The left lung appeared normal 
both clinically and radiologically, but on the right side 
there was massive thickening and calcification of the 
pleura. Pulmonary function studies failed to reveal any 
evidence of emphysema. Anoxzemia and hypercapnia 
were present. e patient was polycythemic and an 
E.C.G. revealed right ventricular hypertrophy. It was felt 
that this patient’s pulmonary insufficiency resulted from 
poor ventilation, in the presence of g circulation, in 
the right lung. He had been admitted five months earlier 
in congestive failure, which readily responded to treat- 
ment. Anoxzemia and hypercapnia had been detected on 
several arterial blood examinations before admission. 
Arterial O, saturation, determined weeks before admis- 
sion, had been 81.5% and CO. content 64.4 vols. %. 


This patient was never actually found in coma 
but was completely disorientated while receiving 
oxygen by intranasal catheter at a low rate of 
flow. He recovered despite the continuation of 
O, therapy which was considered necessary in 
view of the degree of anoxzmia. He had ad- 
vanced pulmonary insufficiency associated with 
unilateral lung disease. We have seen a similar 
clinical picture in patients with thoracoplasty. 
The mechanism by which anoxeemia and hyper- 
capnia develop under these conditions requires 
further study. 
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Case 7 


H.V., a 40-year-old-man, was admitted with cardiac 
failure and cyanosis, He had a history of left-sided pneu- 
monia and empyema at the age of three years. Surgical 
drainage with the removal of several ribs had resulted 
in a marked scoliosis. During his teens he had been 
active in competitive sports, but had developed a grad- 
ually increasing dyspnoea and repeated respiratory in- 
fections during the two years before admission. Increasing 
cough and sputum, with a low-grade fever, had been 
present for one week. For the first twelve hours after 
admission the patient was not given oxygen. He was fully 
conscious during this time. Because of severe cyanosis, 
oxygen was then started by intranasal catheter at a flow 
of one to two |./min. After a period of eight hours he 
became confused and, following a period of twelve hours 
of marked confusion, he became comatose. Since cyanosis 
persisted, oxygen flow was increased to 3 1./min. Arterial 
oxygen saturation at this rate of flow was 86% and the 
CO, content was 85 vols. '%. When oxygen therapy was 
temporarily stopped, the patient developed extreme cyan- 
osis and the arterial oxygen saturation by oximeter fell 
rapidly to 45%, at which time oxygen therapy was re- 
instituted. The ventilation was found to be 2.6 1./min., 
an extremely low figure and actually not enough to do 
more than wash out the dead space air. An unsuccessful 
atiempt was made to improve the patient’s ventilation by 
electrophrenic stimulation. Over the next two days he was 
in. and out of coma. He died on the fourth day after 
admission. 

Autopsy showed a fibrotic collapsed left lung, broncho- 
pneumonia, and diffuse emphysema of the right lung. The 
right ventricle was dilated and hypertrophied. 


With severe anoxia and hypoventilation this 
patient showed a marked retention of carbon 
d‘oxide. He remained in a comatose state with 
oxygen flow regulated to keep his arterial oxygen 
saturation around 90%, rather than at full satura- 
tion. This was done on the assumption that the 
chemoreceptors are stimulated by this degree of 
anoxeemia, whereas complete saturation of arterial 
blcod is considered to suppress this reflex centre 
for ventilation. 


Discussion 


The patient with severe pulmonary insuff- 
ciency presents a very complex therapeutic 
problem. Most commonly he suffers from em- 
physema and is admitted to hospital with a 
respiratory infection which has precipitated 
further anoxia in an already anoxic patient. This 
acute-on-chronic anoxia causes constriction of the 
pulmonary arterioles, a rise in pulmonary artery 
pressure and failure of the right heart, Motley 
et al.1* have demonstrated that acute anoxia in 
man, produced by breathing 10% oxygen, causes 
a rise in the pulmonary artery pressure. Con- 
versely, Harvey et al.'° have shown a fall in 
pulmonary artery pressure, coincident with im- 
provement in arterial oxygen saturation in em- 
physematous patients. It would therefore appear 
reasonable to give these patients oxygen, not only 
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as a means of relieving congestive failure, but 
also to correct the severe degree of anoxia which 
in itself may cause death. However, as can be 
seen by the cases cited above, oxygen therapy 
may produce confusion or coma in such patients. 
The patient with anoxia and hypercapnia is. very 
often found to have a decreased minute ventila- 
tion. The reason for this reduction in ventilation 
so often seen in advanced emphysema is not 
known, but it may possibly be due to the very 
high CO, content or the blood bicarbonate level. 


Carbon dioxide has been shown by Nielsen’ to _. 


increase pulmonary ventilation proportionally 
with increasing concentrations of the inspired 
gas until a mixture of 9% CO, is used, following 
which higher concentrations lead to depression 
of respiration. Whatever the mechanism may be 
for the poor ventilation in this type of patient, 
there is no doubt that further depression of ven- 
tilation occurs on breathing oxygen, and under 
these circumstances coma may develop. 


A sudden decrease in ventilation in the patient 
with marked pulmonary insufficiency may induce 
severe respiratory acidosis due to an uncompen- 
sated retention of carbon dioxide, If kidney func- 
tion is adequate, compensation will be estab- 
lished by the excretion of chloride ions and the 
selective retention of basic ions, Sedatives and 
hypnotics will depress the respiratory centre and 
increase the tendency to hypoventilation. These 
drugs may in themselves precipitate coma, and in 
Cases 4 and 5 this may have been a factor. 


Of primary importance in the prevention of 
cardiac failure, coma and respiratory acidosis is 
the close surveillance of the patient. Congestive 
failure will not develop in the absence of anox- 
gemia, and coma does not occur unless hypercap- 
nia is also present. A patient with cyanosis is an 
obvious candidate for these complications, but 
even without cyanosis they can occur, since cyan- 
osis is not recognised clinically until the arterial 
O, saturation has fallen to 85%,’° and conse- 
quently lesser grades of anoxeemia cannot be 
ascertained on clinical grounds. 

The electrocardiogram is of considerable aid 
in determining the presence of cor pulmonale. In 
all of the cases cited above, electrocardiographic 
changes characteristic of chronic cor pulmonale 
were found. In our pulmonary clinic we have 
adopted the policy of establishing the degree of 
pulmonary insufficiency in all patients with em- 
physema, A routine work-up consists of a history 
and physical examination, a chest radiograph, 
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electrocardiogram and lung volume studies, in- 
cluding residual air and a determination of arte- 
rial oxygen saturation with an earpiece oximeter. 
If any degree of unsaturation of arterial blood is 
present with the patient at rest, an arterial punc- 
ture is done and analyses for O, content and 
capacity as well as CO, content are made. 
Patients showing both hypercapnia and anox- 
zmia are carefully watched and oximeter read- 
ings are taken from time to time in order to 
detect any sudden worsening in their pulmonary 
function. 


Because of the progressive pathological 
changes seen in emphysema, it is to be expected 
that a stage will ultimately be reached when the 
remaining functioning lung tissue is incapable of 
sustaining life. However, it is our experience, as 
well as that of others,’"-!° that acute exacerba- 
tions of anoxia, usually precipitated by respira- 
tory infections, are responsible for the majority 
of deaths in these patients. The respiratory in- 
fection need not take the form of a frank broncho- 
pneumonia or lobar pneumonia, but is more often 
manifested by a slight increase in cough, with 
the expectoration becoming purulent and yellow 
or green in colour. There may be little or no 
change in the x-ray picture. A low-grade fever 
and a mild leukocytosis are usually found. Arte- 
rial oxygen saturation shows a further decrease. 
Early signs of congestive failure may be present. 
Immediate treatment is indicated at this stage, 
and in most cases is best carried out in hospital. 

On admission to hospital a sputum culture is 
done. It is probably best to start the patient im- 
mediately on a broad spectrum antibiotic which 
may, if necessary, be changed at a later date 
when results of culture and antibiotic sensitivity 
tests are received. A bronchodilator, preferably 
by aerosol inhalation, should be given to improve 
air entry and promote drainage. Oxygen therapy 
can be omitted if there is only a moderate degree 
of hypoxzemia, but in most cases we felt that it 
was inadvisable to withhold oxygen, especially in 
the presence of cardiac failure. We have fol- 
lowed the recommendations of Barach’* and 
given oxygen by nasal catheter at low rates of 
flow. With the use of the earpiece oximeter at 
the bedside, we have adjusted the flow rate to 
produce an arterial oxygen saturation in the 
vicinity of 90%. This has been done on the as- 
sumption that ventilation may not be depressed 
by oxygen therapy if the anoxic stimulus to the 
chemoreceptors is not completely removed, In 
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severe respiratory depression, such as was found 
in the cases reported above, attempts have been 
made to improve ventilation by various mechani- 
cal devices. We have had as yet little or no suc- 
cess with a Drinker type respirator and an 
electrophrenic stimulator. We have not used the 
method of “exsufflation” recently described by 
Barach et al.”? 

The treatment of the patient with cor pul- 
monale in failure secondary to emphysema is not 
infrequently described as being identical to that 
of cardiac failure from valvular or myocardial 
disease. This point of view, in our opinion, is 
incorrect and is due to the similar clinical picture 
of venous engorgement, hepatomegaly, peripheral 
cedema and ascites. However, underlying physio- 
logical disturbances are quite different and re- 
quire different measures for their correction. 
Anoxemia is a late sequel in congestive failure 
due to acquired, non-pulmonary disease, but is 
of primary importance in cor pulmonale with 
failure and should be corrected with oxygen 
therapy. Polycythemia and hypervolemia, which 
are usually considered to be “compensatory 
mechanisms” in the anoxic emphysematous pa- 
tient, almost certainly contribute to the eventual 
congestive failure. Cournand found polycythemia 
to be present in 18 of 19 emphysematous patients 
in failure. By use of phlebotomies we have raised 
the arterial oxygen saturation?® in five pa- 
tients with secondary polycythemia, 


The importance of antibiotics in chronic cor 
pulmonale in failure has already been stressed. 
These three therapeutic measures, i.e. administra- 
tion of oxygen and antibiotics and phlebotomies, 
plus the all-important bed rest, are usually 
enough to restore compensation in cor pulmonale. 
Digitalis, which is of such value in other forms 
of heart disease, is of secondary importance in 
cor pulmonale, but is usually given, Diuretics are 
usually prescribed for patients with cor pul- 
monale in failure. On purely theoretical grounds 
we question the advisability of drastic curtail- 
ment or excessive elimination of sodium, which is 
necessary for formation of bicarbonate to com- 
pensate for carbon dioxide retention. Similarly 
ammonium chloride may precipitate acidosis, or 
accentuate an already present acidotic state. 


SUMMARY 


1. The clinical picture of coma occurring in pa- 
tients with advanced pulmonary insufficiency on 
excessive oxygen therapy has been described. 


~ 
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2. Patients with advanced emphysema, anox- 
zemia and hypercapnia may be readily precipi- 
tated into coma on excessive oxygen therapy. 
Anoxzemia and hypercapnia were present in a 
series of seven patients who became comatose 
following oxygen therapy and/or sedation. 

3. Close surveillance of the patient with ad- 
vanced emphysema is important. 

4, Prompt treatment of pulmonary infection 
is required in these patients, or death will occur 
from pulmonary insufficiency or cardiac failure. 


We wish to thank Mr. J. Nowaczek and Mrs. E. V. 
Harkness for their assistance in carrying out the respira- 
tory function studies. 
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TUBERCULOSIS IN INFANCY 


Now that so much has been done to cut down the high 
mortality rate from tuberculosis, the diagnostic guards 
seem to be slipping. For instance, a recent survey 
(Kendig, E. L. Jr.: Postgrad. Med., 16: 217, 1954) 
conducted among some 1,500 pediatricians reveals that 
no more than 55% are using the tuberculin test 
routinely; and of those who do, no more than 21% 
use it on patients over three years old. 

Since tuberculosis of infancy and early childhood can- 
not be satisfactorily diagnosed by myerel examination 
and x-rays, the physician must employ the tuberculin 
test, either patch or intradermal, routinely, for early 
diagnosis. The test should be used between the ages of 
12 and 18 months, and on all new patients more than a 
few months old. For routine case finding the patch test 
is quite enough. After thorough cleansing of the skin 
with acetone or ether, the patch may be applied, and 
should remain in situ for 48 hours. The test is read 48 
hours after the patch has been removed. An area of red- 
ness and induration 0.5 cm. in diameter at the site of 
either or both of the peripheral squares is a positive re- 
action. Any suspicious reaction should be checked with 
the Mantoux. All children with known contacts should 
be carefully watched and studied. 
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LEPROSY 
BEN KANEE, M.D.,* Vancouver, B.C. 


Iv Is OF MORE than passing interest to discover 
in a community a disease that at present is totally 
alien to this country. This interest becomes 
heightened at the mention of leprosy, which in 
the mind of the public and even some members 
of the medical profession conjures up thoughts 
and feelings of uncleanliness, associated with a 
highly contagious and hopeless disease. Present- 


day world-wide interest, simplified epidemio- -- 


logical considerations and modern therapy have 
revolutionized the approach to this forsaken ill- 
ness, New drugs have for the first time given 
mankind the opportunity to control and even ar- 
rest this tragic disease. 


CoMMENTs! 


Although Hansen discovered the lepra bacillus 
in 1874, thus far it has not been possible to cul- 
tivate it on artificial media, nor has there been 
any success in the many attempts to produce the 
disease experimentally in lower animals or man. 
The route of infection in natural transmission is 
unknown but believed to be through the skin; 
infection presumably depends on close and pro- 
longed contact between a patient who is dis- 
charging bacilli from his body and a susceptible 
person. Children are believed to be the most 
susceptible and leprosy is often seen as a family 
disease where there is overcrowding, inanition 
and poverty. 

From the epidemiological point of view leprosy 
may be divided into open and closed types of 
disease. In open leprosy, also known as leproma- 
tous or malignant leprosy, bacilli are being dis- 
charged from the skin and mucous membranes, 
and are the source of infection and spread of the 
disease, In the closed type, which includes the 
tuberculoid and arrested or “burnt out” lepro- 
matous leprosy, organisms usually can not be re- 
covered from the skin or mucous membrane. 

Leprosy is mainly a disease of childhood and is 
usually acquired before the age of 15; Cleve and 
Pruitt? feel that it is before the age of six, in- 
dicative of a greater susceptibility on the part 
of children, All leprologists believe that if ex- 
posure of children to leprosy could be prevented, 
the disease would gradually die out. 


*Associate in the Department of Medicine, Section of 


nical In- 
structor, Department of Medicine, The University of 
British Columbia. 


Dermatology, Vancouver General Hospital; Cli 
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There have been many classifications of lep- 
rosy. The present one, adapted by the Pan Ameri- 
can Leprosy Congress in Rio de Janeiro in 1946, 
is based on histological, bacteriological, immun- 
ological and clinical characteristics. There are 
three types, the lepromatous and _ tuberculoid 
form in pure states and the mixed or uncharacter- 
istic variety as an intermediate type. Table I 
gives the features of the three types. 


Determination of the type of the disease de- 
pends upon the extent of tissue reaction. Where 
the tissues are capable of producing a strong 
defence in combating baciliary activity, the be- 
nign or tuberculoid type of leprosy (as seen in 
Case 1) is the result. Where no defence is evi- 
dent, a leproma or the malignant or lepromatous 
type results (see Case 2). Thus the earliest 
lesion, a macule, may be lepromatous or tubercu- 
loid, and when the tissue reaction is slight, un- 
characteristic. 

The macules vary in size and number, forming 
circular or elliptic lesions, and in colour from red 
and hyperpigmented to depigmented areas. Lep- 
rosy bacilli can usually be obtained from the 
active elevated border, while the central atrophic 
areas show very few or no bacilli, Diminished 
sensation is universally present in the macule and 
is due to nerve damage. The loss of sensation is 
due to local involvement of nerves within the skin 
lesion. It is enhanced by involvement of the 
large peripheral nerve trunks serving the area 
of skin in which the lesion is located. 


The early lesions of lepromatous leprosy, other 
than macules, have certain areas of predilection; 
other areas are almost never touched. The lobes 
of the ears usually present a “doughy” consis- 
tency from infiltration, and the ale nasi, the 
cheeks, and forehead may show an increased 
thickness and hardness to palpation. Associated 
with this the cheeks may show an erythematous 
blush. The nodular lesions of the face are most 
often seen in the supraorbital ridges, followed 
by a loss of eyebrows, beginning laterally and 
spreading medially. The chin, cheeks, and ears 
commonly show nodules. Other sites at which le- 
sions may easily escape notice are the buttocks 
and elbow. Nodular lesions are later commonly 
seen on the extremities, although the hands and 
feet, especialy the palms and soles, rarely show 
lesions. The hands and feet suffer more severely 
from the later trophic effects of large peripheral 
nerve damage than from specific skin involve- 
ment. Nodules may be discrete, widely distrib- 
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TABLE I. 





Lepromatous Uncharacteristic Tuberculoid 
Histology Lepra cells (Leproma) Round cell infiltration Bpithelioid and giant cells 
Bacterioscopy Positive + to ++++ Weakly positive or Negative, positive + to +++ in 





negative acute exacerbations only 
Immunity as determined Negative Weakly positive or Moderately or strongly positive 
by lepromin test negative 
Prognosis (as to spontaneous Poor 50% poor; 50% good Good 
improvement) 
Clinical subgroups Macular ; Macular Macular 
Diffuse infiltration Neural Papular 
Nodular Neuro-macular Neural 
Neural Maculo-neural 
Generalized Reactionary 
Frequency in the United Many Few Rare 


States 





uted, or close together. In later stages they are 
apt to become confluent. Marked thickening and 
nodulation of the skin of the forehead with accen- 
tuation of the normal folds leads to a lionlike 
appearance of the face (leontiasis). Location of 
nodulation to some extent is determined by ex- 
posure to injury or by scars of former skin 
conditions. 

Together with the skin involvement there are 
also varying degrees of sensory alterations from 
local involvement of the nerves within the skin 
lesions. Nerve damage results in various kinds 
of local trophic changes in the epidermis, hair 
and sweat glands. Denervation of the hair fol- 
licles and sweat organs results in falling of hair 
and anhidrosis within the lesion, Supraciliary 
hairs disappear when lesions are found on the 
brow and eyelids; longitudinal ridging and brit- 
tling of the finger and toe nails also occur. 

Lepromatous leprosy is the malignant form of 
leprosy. The lesions invariably contain large 
numbers of leprosy bacilli. This form of the dis- 
ease has a tendency to progress and the prognosis 
for improvement is poor. During acute exacerba- 
tion, ulceration of nodules may occur followed 
by secondary infection and sepsis. There are, 
however, periods of remissions, and spontaneous 
arrest of this type of the disease does occur, but 
usually only after severe deformities have taken 
place. When regression occurs, the bacilli are 
slowly eliminated and the skin over the involved 
areas becomes atrophic and wrinkled from de- 
struction of elastic fibres. This condition of the 
skin is often spoken of as “tissue paper-like 
wrinkling of the skin”, Sooner or later the eyes 
become affected by lepromatous-leprosy. Bacilli 
are found in the eye, the most frequent ocular 
change being keratitis. Comparatively early in 
the disease, small flattish nodules form in the con- 
junctiva and cornea, extending to and involving 


~ 


the iris, and gradually filling the anterior chamber. 
Peripheral eye nerves show early changes, but 
the optic nerve, being of central origin, escapes 
completely. In lepra reaction the cornea, sclera, 
iris and ciliary body may be involved. 

The lymphatics are affected in the nodular 
form of lepromatous leprosy, and lesions of the 
mucous membranes pursue the same course as 
those of the skin, with activity and remissions. 

Where there is a strong defence raised by the 
tissue cells, the tissues to a greater or lesser de- 
gree are able to limit the spread of the infection. 
A mild type of leprosy results, called the tuber- 
culoid type because of the histological resem- 
blance to the chronic lesions of tuberculosis. 

The clinical course of the skin lesions in this 
type of leprosy depends on the degree of re- 
sistance offered by the host to the infection be- 
fore it becomes too widely spread, In some in- 
stances there is but one lesion to be found on 
careful examination, indicating an ability of the 
body to abort the initial infection. More com- 
monly, several raised macules or patches called 
“leprides” appear simultaneously, widely dis- 
tributed over the body. These may spread. until 
they cover the entire skin surface, but usually 
they tend to limit themselves. 

The typical lepride is an inlaid pattern of co- 
alesced papules forming an elevated anesthetic 
patch, generally red or darker in colour than the 
normal skin. Occasionally, the papules may occur 
singly. At other times no definite papules are 
noted and the leprides consist only of a thin or 
broad, reddish, slightly elevated margin with a 
flat, atrophic, depigmented, anesthetic centre. 
Leprides with a faint thin border are difficult of 
detection and may lie over the larger peripheral 
nerve trunks and cause paralysis throughout the 
nerve distribution. Another type of lepride is the 
uniformly raised one associated with lepra reac- 
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tions. Leprides may vary in size from a pinhead 
to an area large enough to include almost the 
whole body. Also, several smaller leprides may 
become confluent to cover wide areas of skin. 
Bacilli are extremely scarce in these lesions and 
commonly absent except in reactionary states. 

Tuberculoid leprosy has a strong tendency to- 
ward regression and spontaneous arrest. Unlike 
the lepromatous type, the mucous membranes 
are little affected; the testis and internal organs 
show no clinica] signs and the eye usually escapes 
involvement except from trophic changes caused 
by peripheral nerve involvement. The only sign 
which remains after arrest of the disease is an 
atrophic depigmented or hyperpigmented area 
of the skin at the former site of the lesion, unless 
a large peripheral nerve has been involved to 
produce permanent paralysis. 

The uncharacteristic type of the disease par- 
takes of the features of both the lepromatous and 
tuberculoid varieties but generally shows few 
clinical signs. It is common for this type of lep- 
rosy to present only a single or a few depig- 
mented, flat macules which are bacteriologically 
negative. Diagnosis may be exceedingly difficult 
and is sometimes made only after repeated search 
for the bacilli in skin smears. Occasionally, a his- 


iclogical section of the lesion will show organ- | 


isms when the superficial skin scrapings are neg- 
ative, but very often the only indication that lep- 
rosy may be present is strong epidemiological 
evidence, A certain number of cases of this type 
are transitional as they are able to pass over into 
either the lepromatous or tuberculoid type. 


CLINICAL COURSE IN THE PERIPHERAL NERVE 
TRUNKS 


Involvement of the large peripheral nerve 
trunks occurs in all three types of leprosy. Fail- 
ure to consider the neural aspects of leprosy often 
results in failure to diagnose the disease. The 
signs and symptoms which result from leprous 
neuritis are largely secondary to destruction of 
the nerve fibres supplying the part from which 
the signs arise, rather than a manifestation of 
local infection. The peripheral nerves most com- 
monly involved are the ulnar and superficial 
peroneal, resulting in sensory, motor and trophic 
changes in the corresponding hand and foot. 
Other nerves less commonly involved are the 
median, antebrachial, radial, greater auricular, 
facial and supraorbital. ; 
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Nerve changes are much more marked in the 
tuberculoid than the lepromatous type in the 
early clinical course of the disease. The first cu- 
taneous signs in lepromatous leprosy are some- 
times preceded by tenderness and thickening of 
nerves with glove and stocking-like areas of loss 
of sensation of the arms and legs, but nerve Ie- 
sions are more commonly present in the later 
stages of the disease when skin lesions are begin- 
ning to resolve. In the tuberculoid type, thicken- 
ing and tenderness of nerve trunks are frequently 


---associated with leprides and nerve abscesses may 


occur, In either type of the disease nerve injury 
with resultant deformities may develop grad- 
ually over a period of years, or the process may 
be initiated or hastened by lepra reactions. After 
severe lepra reactions where the nerve trunks 
are involved, as much injury and deformity may 
occur Over a period of weeks or months as in 
years without such involvement. Sudden paraly- 
sis may be due to thickening at the site of pas- 
sage of a nerve through a bony foramen. In the 
uncharacteristic type of the disease there are 
usually only minor nerve changes. 

The clinical signs of sensory nerve involve- 
ment are decrease or loss of tactile, pain and 
thermal sensation in the distribution of the af- 
fected nerve. The nerve trunk is thickened but 
may or may not be tender, depending upon 
acuity. Loss of sensation is associated with 
trophic disturbances of the sweat glands and 
hair follicles. The skin is apt to be dry and hair- 
less. The skin of the lower extremities especially 
becomes ichthyotic and discoloured and sclero- 
dermatous, Minor injuries may lead to the forma- 
tion of large, chronic ulcers, Cyanosis and cold- 
ness of the extremities suggest some loss of the 
neurovascular mechanism. 

Interference with the motor nerve supply 
leads to atrophy of the intrinsic muscles of the 
hands and feet and sometimes of the muscles of 
the legs and forearms as well. The earliest sign 
of this, in the hands, is a feeling of heaviness and 
inability to straighten the little finger. Later 
there is a wasting of the thenar and hypothenar 
eminences and the interspaces between the 
metacarpals. An ultimate and most crippling de- 
formity due to ulnar and median nerve injury 
is the main en griffe or “claw hand.” Rarely, 
wrist drop occurs from radial nerve injury. Loss 
of intrinsic muscle power in the foot leads to 
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paralytic deformities of the toes; loss of power 
of leg muscles is usually confined to those result- 
ing in foot drop. 

Partial recovery of sensation occurs but motor 
loss in hands is rarely recovered even partially. 
On the other hand, partial recovery from foot 
drop is seen, possibly due to a more determined 
effort on the part of the patient toward re-educa- 
tion of muscles used in walking. The most com- 
mon foot complications are perforating trophic 
ulcers on the sole. Foot complications are often 
increased by the frequent insistence on wearing 
shoes too small for the feet because of loss of 
sensation. Anzesthesia does not allow the patient 
to discern when a shoe is pinching and when it 
is not. The bones of the hands and feet become 
decalcified and soft. An insensitive slow absorp- 
tive process occurs with a gradual atrophy of the 
most peripheral bones. 


LEPpRA REACTIONS 


Sometime during the clinical course of 
leprosy, most patients experience recurring 
febrile episodes. It.is often during such episodes 
that medical -advice is sought. They commonly 
occur only after the disease has become general- 
ized and fairly far advanced. The onset is usu- 
ally sudden with a recrudescence of old lesions 
and, sometimes, an appearance of new lesions. 
The skin and’ mucous membranes of the nose 
and throat become cedematous. Swelling of the 
skin may be general but is usually confined to 
the face, hands, and feet. The testicles, liver and 
spleen may enlarge. Large peripheral nerves 
may become tender and enlarged to produce 
excruciating stinging and shooting pains in the 
extremities. 


Lepra reactions may be either mild and brief 
or very severe with high temperature lasting for 
weeks or months. Often crops of painful spots 
(erythema nodosum, which is also met with in 
several other diseases) make their appearance, 
usually on the extremities and face but occasion- 
ally on the torso. These red spots may vary in 
character. They may blister (erythema multi- 
forme) or become necrotic (erythema necroti- 
cans). Erythema nodosum is seen frequently in 
treated patients. Another severe form of lepra 
reaction is the lazarine type. Because of local 
obstruction to the blood supply of an area of 
skin, probably from accumulation of large num- 
bers of organisms, skin infarcts of purple or 


x 
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black discoloration occur, usually on the ex- 
tremities. Necrosis results in sloughing to pro- 
duce ulcerations. Healing leaves a depressed, 
atrophic parchment-like scar. 

The cause of lepra reactions is unknown. 
Their sudden appearance suggests an allergy 
against the organism or possibly its toxic 
products. Usually after recovery the patient's 
leprosy is found to be improved. 


Tue UsreruL LABORATORY PROCEDURES 


1. Bacteriological examination of smears from skin 
and nasal mucosal scrapings, using the Ziehl-Neelsen 
stain. 

2. Bacteriological examination of fluid obtained by 
puncture of superficial lymph nodes, using the Ziehl- 
Neelsen stain. 

8. Histological examination of skin lesions. 

4. The lepromin test—not available in Canada. 

5. The serological test for syphilis. Biological false 
positive tests for syphilis occur in approximately 50% 
of the lepromatous cases of leprosy and in approximately 
5% of the neural cases. Serological tests of high sensi- 
tivity such as the exclusion test might be used for 
screening purposes in examining contacts. 

6. Erythrocyte sedimentation rate. The erythrocyte 
sedimentation rate is of some value in determining 
activity of the disease and the prognosis. The rate is 
usually elevated in patients whose disease is active. As 
the disease improves, the sedimentation rate progressively 
approaches normal. 

7. The histamine test. The early manifestations of 
leprosy of the non-specific or simple inflammatory type 
may be difficult to diagnose, although, if thermal and 
pain anesthesia are present, matters are simplified. How- 
ever, many patients, especially children, do not co- 
operate or they find it difficult to express their sensa- 
tions, in which event the performance of the “histamine 
test” is very valuable. 

When a drop of a 1:1,000 solution of a histamine salt 
is placed on the normal skin and a needle prick is made 
through the liquid, a small wheal surrounded by an 
erythematous halo develops within a few seconds and 
persists for five minutes or more. When the sensitive 
nerve endings are paralyzed or destroyed, the wheal 
appears but no erythematous halo develops round it. 
The normal response to histamine is called the “positive 
test”; the absence of erythematous reaction around the 
wheal characterizes the “negative test.” Therefore in 
the cutaneous lesions of leprosy the histamine test is 
always negative. 

8. Skin scrapings by the Wayson technique.* The area 
of skin to be examined is pinched tightly between the 
thumb and forefinger of the left hand or between_the 
blades of a curved forceps. Pressure is applied long 
enough to blanch the skin. An incision is then made 
with a corner of a single-edged razor blade through the 
full thickness of the skin held between the fingers or 
forceps blades. The incision need not be more than 5 
mm. in length and is usually about 3 to 5 mm. in depth; 
however, great care should be exercised not to enter the 
fatty subcutaneous tissue. After the incision is made, the 
razor blade is rotated about 70 to 90 degrees and one 
surface of the incision scraped as the razor blade is 
brought back to the starting point of the incision. The 
entire procedure is accomplished rapidly in three motions. 
An effort is made to obtain a maximum amount of 
tissue, which of course is relatively small, with a mini- 
mum amount of dilution by tissue juice and blood. The 
material obtained by the “snip” is then carefully spread 
on a new (never used previously) glass slide, stained 
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and examined in its entirety. The smear should reveal 
numerous clumps of epithelial cells. If these cells are 
not present in rather large numbers, the snip should be 


considered inadequate- and of ‘relatively little value unless ~ 


positive. 


The cases herein reported are classical ex- 
amples of the tuberculoid, lepromatous and 
mixed varieties of leprosy respectively. 


Case 1 


History.—L.T.Y., a Chinese male aged 16, was ad- 
mitted to the outpatients’ department of the Vancouver 


General Hospital on August 14, 1951, complaining of _. 


skin lesions of 8 to 9 months’ duration. 

The skin lesions appeared fairly suddenly at about 
Christmas, 1950. They were wre on the extremities 
and had gradually spread to about three times their 
original size. No pruritus or discomfort was noticed. A 
few months before the onset of this rash a scar was 
noted over the left knee. Patient did not recall whether 
it was a result of a burn. In November 1950, patient 
sustained a burn on his left elbow from the edge of a 
stove. Blisters resulted and were later followed by scars. 
In January 1951, a bulla appeared on the palmar surface 
of the left index finger, which he pierced with a needle. 
A few days later, another bulla appeared on his left 
thumb. There was no history of a burn on either of 
these sites. There was no contact with any persons with 
similar skin disease. 

Family history—Parents were born in China; both 
are alive and well. Father came to Canada 20 years ago, 
but the rest of the family came here only two years prior 
to his hospital admission; he has one brother and two 
sisters, both alive and well. 

Personal history—Borm and brought up in “Sun Wai 
Village” near Hong Kong and had three years of school- 
ing there. Came to Vancouver in 1949 and is now at- 
tending a school in Vancouver. 

Home condition.—When in China, patient lived in a 
five-bedroom flat with six other people including his 
grandmother and an uncle and aunt. Patient had a small 
bedroom for himself. The other rooms were fairly large. 
In Vancouver, the home is a four-bedroom house oc- 
cupied by seven people. Patient does not share his bed- 
room with anybody. On the trip-to Canada, patient 
travelled in a third-class cabin in a medium-sized boat. 
He slept in a separate bed in a crowded room. 

Physical examination.—Patient was of small stature, 
equivalent to that of a boy 12 years of age. He was 
slightly undernourished but he looked well. He was 
intelligent and co-operative. The skin lesions (see Fig. 
1) consisted of large areas of depigmented and fine 
atrophic cigarette-paper type of skin, surrounded by 
apparently indurated, raised, scaly reddish-brown 
margins. They covered the left shoulder and left arm, 
proximal one-third of left forearm, radial side of left 
wrist, radial half of left hand, right arm, proximal half 
of right forearm, left hip, medial and posterior aspect of 
both thighs, both legs and both feet. 

There were several burn scars. Two were over the 
‘ left elbow (2 inches in diameter); two were over the 
left knee (2 inches in diameter); one was over the left 
ankle (4 inches in diameter). Trophic changes were 
found in the left hand: wasting of the thenar and hypo- 
thenar muscles and a red fusiform swelling of the left 
index finger covered with a fine atrophic skin. No palp- 
able nerve cords were found. Ear, nose and throat were 
normal. There were no enlarged glands. Pulse was 90 
and regular. Heart, chest, abdomen and genitalia were 
normal. Neurological examination showed good muscle 
tone and power and no wasting, with the exception of 
the left hand. The affected areas of the skin showed 
moderately diminished sensation te light touch, pinprick, 
and temperature. Vibration sense was intact. All the 
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reflexes were normal; cranial nerves were intact; both 
pupils were normal and reacted to light and ac- 
commodation. Co-ordination and gait were normal. 

- Laboratory ‘findings.—Hxmoglobin value 92% (13.5 
grams); white cell count 6,450 with 59% neutrophils, 


.23% lymphocytes, 1% monocytes, 5% _ eosinophils, 


1% basophils and 11% staff cells. Morphology fairly 
regular. Sedimentation rate 38 mm. in one hour. Blood 
Kahn test and urinalysis were negative. Radiography of 
the chest and right hand were negative. In the lett hand 
there was evidence of some soft tissue swelling of the 
left thumb and index finger but no abnormality of the 
contour or length of the individual bones could be 
demonstrated. There was a relative osteoporosis of the 
entire left carpus and hand. The histamine test on the 
macular anesthetic areas was negative. 

A specimen of a lesion on the lateral aspect of the 
upper right thigh was taken on August 14, 1951. Sec- 
tions of this small fragment of skin show a _ granulo- 
matous inflammation in the dermis, particularly in its 
superficial part, without any particular change in the 
overlying epidermis except for moderate pseudo- 
epitheliomatous hyperplasia. The granulomatous lesion 
is somewhat focal in character but does not show typical 
diffuse tubercles. The essential feature is masses ef 
epithelioid cells with some giant cells, mostly of the 
Langhans type, and a rather light infiltration of lympho- 
cytes which is somewhat less than usually seen in 
tuberculous lesions. There is no caseation. Staining for 
acid-fast bacilli by various techniques does not show 
the presence of any acid-fast organisms. The appearance 
of this lesion is compatible with that of the tuberculoid 
form of leprosy (see Fig. 2). 

Thdeiisie Lencceus <agleiieaielll type. 

The city health department arranged to have patient 
treated at the Bentinck Island Hospital. Patient was dis- 
charged clinically free of leprosy after approximately 1% 
years of isolation, good food, and sulfone therapy. 


CasE 2 


History—W.S.M., a Chinese male aged 22, was ad- 
mitted on June 5, 1953, complaining of pain in the legs 
and feet with some mild swelling, as well as small lumps 
which had appeared in the skin of his face. 

Present illnessSoon after the patient’s arrival in 
Canada in 1952, he began to complain of pain in the 
legs and feet; these complaints progressed until he was 
unable to walk to school. Approximately the same time 
as the swelling of legs began, he noticed small lumps 
appearing in the skin of his face which progressed to 
the point of induration and his skin became very dry. 
Chronic fissures developed at the. angles of his mouth. On 
or about November 15, 1952, the skin over the front 
and back of chest, which previously had been pale in 
colour, became mottled with brown pigmented patches, 
varying in size from a ten-cent to a fifty-cent piece. Also in 
November 1952, he noted that his eyebrows were begin- 
ning to thin out, and by February 1953 the eyebrows had 
almost disappeared. Since coming to Canada he also noted 
that he did not need to shave. In March 1953, he began 
to complain of enlarged, tender left nodes in the upper 
anterior superior cervical chain. These nodes had sub- 
sided by the time of admission, but in May 1953 a large 
tender submental node appeared which had _ persisted 
until the time of admission. In May 1953, while he was 
under the care of Dr. G. Duncan in Calgary, a routine 
blood serological test for, syphilis was found to be posi- 
tive; however, a treponemal immobilization test was 
negative, thus establishing his blood studies as a false 
positive test for syphilis. Biopsy was taken and the diag- 
nosis of leprosy was established. He left Calgary to 
return to China before isolation arrangements could be 
made. He was apprehended by the authorities in Van- 
couver on June 5, 1953, and placed in isolation in the 
Infectious Diseases Hospital. 

Past illnesses.—Since the age of seven years this pa- 
tient had complained of pain in his lower limbs, particu- 
larly during the winter months; small macules would 
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Fig. 1 
Fig. 1. 
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Fig. 


(Case 1).—Large maculo-anesthetic lesions of the extremities and left loin, sur- 


rounded by raised, darkened, scaly serpiginous borders. Note involvement of the left first and 
second fingers and palms. Fig. 2. (Case 1).—High-power magnification of lesion on right thigh, 
showing the presence of epithelioid cells and a giant cell of the Langhans type. 


appear over the thighs and calves and become exudative. 
There was slight numbness and swelling associated with 
these complaints. There is a history of smallpox “as a 
child.” There was no history of venereal disease and he 
denied any contact with leprosy while in China. 

Family history.—Non-contributory, mother and father 
being alive and well. There are no other siblings. 

Personal history—Born in Hong Kong but lived most 
of his life in a village in Canton. In 1952 he emigrated 
to Canada and went to live in Calgary. 

Since December 1952 there had been some bleeding 
from his upper incisors. There had also been a conges- 


tion of the nose since January 1953. There were no 
gastro-intestinal or genito-urinary complaints. He had had 
some paresthesia and pain. 

Physical _ examination.—The patient was a_ well- 
nourished, well-developed Chinese young man with 
very obvious skin lesions on his face, characterized by 
induration with papular-nodular appearance, especially 
over the cheeks and around the mouth. The skin at the 
angles of the mouth was dry, and chronic fissures were 
present. The eyebrows were completely absent. Facial 
expression was suggestive of “facies leontina” seen in 
leprosy (see Fig. 3). There were dark brown pigmented 





Fig. 3. (Case 2).—Showing a papular nodular infiltration of the face, beginning ‘facies 
leontina.” Note loss of eyebrows. Fig. 4. (Case 2).—Showing pigmented macules of varying size 
on the trunk. Fig. 5. (Case 2).—High-power magnification (Ziehl-Neelsen stain) showing the. 
presence of numerous lepra bacilli within lepra cells and lying extra-cellularly. 


x 
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macules of varying size over the chest and back (see 
Fig. 4). The legs and feet were deeply pigmented and 
moderately swollen. There was a large node the size of 
a cherry in the submental area, but no other adenopathy. 
There was some loss of sensation to light touch over the 
feet and legs below the knees, in the fingers, and in the 
indurated areas of the face. The toenails were cut very 
short and there was evidence of moderate amounts of 
subungual debris. Motor power and tone were normal 
and the reflexes were bilaterally equal, the plantars 
downgoing. No peripheral nerves were palpated. No 
pitting oedema was demonstrated in the hands and feet. 

Various consultants were called in. The otolaryn- 
gologist noted nasal crusting with pale mucosa and that 
the left inferior turbinate bled more readily than normal; 


Fig. 6 
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seagnarnt in syphilis also showed the presence of lepra 
acilli. 

A specimen was taken of a nodule on the left cheek 
(see Fig. 5). There is a rather flattened and atrophic 
epidermis. Underlying this the entire dermis is involved 
= a widespread granulomatous reaction, consisting 
a 


most entirely of fibroblasts and foamy appearing macro- 
phages. Special stains show numerous acid-fast bacilli, 
morphologically typical of Microbacterium leprz, both 
within lepra cells and extracellularly (see Fig. 6). The 
appearance of these specimens is typical of the nodular 
or lepromatous form of leprosy. 

A skin scraping of a pigmented macule on the chest 


by ng Wayson technique also showed the presence of 
acilli. 


Fig. 7 


Fig. 6. (Case 3).—Showing annular lesions of varying size on trunk and extremities not unlike 
those of Case 1. Note involvement of hands. Fig. 7. (Case 3).—Close-up of hands held in typical 


claw-like fashion.—main en griffe. 


no granulomas were seen in the nose. The mouth and 
larynx were normal. The ophthalmologist noted that the 
upper lids were swollen although no distinct nodules 
were found. The eyelashes were short and sparse, and 
eyebrows absent. The conjunctiva of both eyes was 
within normal limits. Some hyperemia and swelling 
of the interpalpebral space close to the limbus of the 
ocular conjunctive was noted. In the right eye a small 
conjunctival nodule was present at the nasal side of 
the cornea just inferior to the mid horizontal line. It 
was the consultant’s opinion that there was early leprosy 
involvement of the limbal region of both eyes. The 
neurologist noted some hint of impaired tone and power 
in the retractors of the angle of the mouth on the right. 
No definite peripheral nerve abnormalities were felt, 
except in the peroneals, which were diffusely indurated. 
The radial reflexes were decreased but the remainder 
were intact. The neurologist felt that there was only a 
suggestion of peripheral nerve involvement at the present 
time, 

Laboratory findings.—Hzemoglobin value 95% (13.7 
grams); white cell count 6,100 with 67% neutrophils, 
18% lymphocytes, 4% monocytes and 11% eosinophils; 
sedimentation rate 10 mm. in one hour. Urinalysis was 
within normal limits. A doubtful blood Kahn reaction 
was obtained but Kolmer’s complement-fixation test was 
negative. 

Nose and throat smears showed clumps of acid-fast 
bacilli typical of lepra bacilli. Serum obtained from 
puncture of a submental lymph node by the techrfique 


Diagnosis.—Leprosy—lepromatous type. 
Disposal.—On June 11, 1953, this patient was trans- 
ferred to the Leprosy Colony on Bentinck Island. 


Case 3 


History.—J.Y., a Chinese male aged 74 years, was 
admitted to the outpatients’ depattment of the Van- 
couver General Hospital on October 20, 1953, complain- 
ing of numbness of feet and hands of one year’s dura- 
tion, burning and lacrimation of the eyes of four months’ 
duration, loss of appetite and weight in the past three 
months, and a skin rash of one month’s duration. 

Present illness—Patient was last well about a year 
ago, when he noted numbness and tingling of hands and 
feet. This gradually became worse, with complete loss 
of all sensation. A doctor was consulted and he was 
placed on some drug (unknown to patient) with no im- 
provement. In June 1953, patient’s eyes began to ache 
with burning and lacrimation. He has had no sight in 
his left eye for many years, and there has been a gradual 
loss of vision in the right eye, with the patient just able 
to get about at the present time. His eyes have continued 
to burn and water for the past four months with no 
improvement. 

About one month ago he was placed on another drug 
followed shortly by a skin rash which began on the legs, 
extending up over the thighs, back, upper chest and 
down arms. There was no cedema, pruritus or exudation. 
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Older lesions have turned brown, more recent ones are 
reddish. He discontinued taking the drug four days 
before his hospital visit. He has had anorexia the past 
two to three months and has lost approximately 21 
pounds in weight. He is a bachelor, living alone; because 
of the state of his hands and eyesight he was unable 
to prepare much by way of Sond, His diet consisted of 
roasted pork and rice. 

The condition of his feet and hands had progressed 
steadily and he finally was unable to grasp objects 
efficiently, nor could he extend his fingers; ulcerative 
areas have developed on the dorsa of his fingers. 

Personal history.—Patient was born in China and has 
lived in Canada for the past 57 years. He visited China 
four times in that period, the last time being seven 
years ago when he stayed in China for one year before 
returning to Canada. Patient has never been in hospital 
and has had no serious illnesses or accidents. 

Physical examination—A small wiry Chinese man, 
with very obvious mains en griffe, and walking with 
bilateral foot drop. His skin showed gross lesions at 
various stages all’over the body with the exception of 
anterior abdomen and lower chest; these annular lesions, 
of varying size, were seen over the back, upper chest, 
arms and thighs, and were reddish-brown in_colour, 
having clear centres with palpable dry scaly border (see 
Fig. 7). On the cheeks the lesions were more linear and 
‘reddish in colour. His scalp was scaly and there were 
two lesions on the nape of his neck. There was redden- 
ing of the conjunctive bilaterally and lacrimation was 
most marked in his right eye with ectropion of the lower 
lid; there was a cataract of his left eye and moderate 
opacity of the lens of his right eye; fundi could not be 
examined. Examination of his nose revealed injected 
nasal mucosa, but no apparent lesions. Mouth and throat 
examination revealed a venous hemangioma on the 
right side of his tongue. The hands were held in typical 
claw position (see Fig. 7), with involvement of the 
ulnar and median nerves; trophic changes were present 
on the 3rd and 4th fingers; the skin was ulcerated over 
the dorsum of the terminal phalanges; he also had bi- 
lateral foot drop with some inversion, and pressure areas 
over the nails and skin of both little toes. The patient 
appeared to be fairly alert mentally, responding to the 
interpreter promptly. The ulnar nerve was enlarged to 
approximately three times its normal size. Sensation to 
touch and pain was absent in his feet, and markedly im- 
paired up to two inches above the knee. Vibration sense 
was present over patellze but not malleoli. Impairment 
was similar in hands; there was slight residual radial 
nerve sensation. Muscle power was fairly good in arms 
and thighs. 

Laboratory findings—Hemoglobin value 14.5 grams 
(100% ); white cell count 7,050 with 64% neutrophils, 
30% lymphocytes, 2% monocytes, 1% eosinophils and 
1% basophils. Sedimentation rate 67 mm. in one hour. 
Kahn test was negative. Urine: specific gravity 1.007, pH 
5, protein 3+, reducing substances 0, acetone 1, and 
occasional red blood cells. 


Nasal smears showed clumps of acid-fast bacilli typical 
of lepra bacilli. Smears from the surface of the skin had 
no acid-fast bacilli. 

Biopsy.—The specimen is a thin strip of skin; part of 
the epidermis is missing. In the dermis there are focal 
areas of granulomatous inflammation centered about the 
dermal appendages. In these areas there is a rather 
heavy infiltration of inflammatory cells including lympho- 
cytes, macrophages and epithelioid cells. Sections stained 
by the Ziehl-Neelsen technique are negative, but others 
stained by Flexner’s method reveal. a few clusters of 
intracellular acid-fast bacilli, morphologically resembling 
lepra bacilli. 

Diagnosis.—Leprosy—mixed_ type. 

Disposal.—This patient was transferred to the leprosy 
colony on Bentinck Island. 
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DiscussiON 


Assuming that these three cases were clinically 
examined before arriving in Canada and found 
to be free of any evidence of leprosy, they serve 
to remind us, in these days of renewed immigra- 
tion, to be on the alert and maintain a high index 
of suspicion, particularly as regards newcomers 
from countries in which leprosy is endemic. 
These cases are excellent examples of the open 
(or infectious lepromatous) type, the mixed type 
and the non-infectious tuberculoid type. It is 
interesting to note that leprosy is mainly a dis- 
ease of childhood. In the first case—an example 
of tuberculoid leprosy—the patient was 15 when 
he first showed evidence of the disease, which 
was probably contracted about the age of 5; 
whereas in the second case—an example of 
lepromatous (open-infectious) leprosy—although 
the patient was 21 when he manifested cutane- 
ous lesions, he gave a history of leg pains and 
rash on thighs and calves every winter since the 
age of 7; in retrospect this suggested evidence of 
the disease at that time. In the third case clinical 
findings suggested diagnosis of the tuberculoid 
type but lepra bacilli were present in smears 
and biopsy section, hence the case can be classi- 
fied as an example of the mixed type. It is quite 
probable that he contacted leprosy in early 
childhood rather than on his last visit to China 
seven years ago when he spent one year living 
there; this would give him an incubation period 
of over fifty years. Thus the incubation period of 
leprosy can vary from six to fifty years. 

The diagnosis of leprosy can easily be made 
if one maintains a high index of suspicion for 
this rare disease. Although the lepromin skin 
test is not available in Canada, yet in the first 
case the combination of the clinical picture, the 
histological findings, and history, plus the hista- 
mine test, were sufficient to establish the diag- 
nosis without the presence of the lepra bacillus 
(not found as a rule in this type). In countries 
where this disease abounds, patients with tuber- 
culoid leprosy are allowed to remain in society, 
and if living conditions are improved, their 
natural defences will begin to master the disease. 

On the other hand, in the lepromatous type. 
the discovery of lepra bacilli confirms the clinical 
impression. Here we employed simple diagnostic 
aids, biopsy and staining, with the Ziehl-Neelsen 
stain showing the presence of lepra bacilli both 
within the lepra cells and extracellularly. Gland 








292 KaANEE: LEPROSY 


puncture as in the search for Treponema pallida 
in syphilis, but with the smear stained by Ziehl- 
Neelsen technique, showed the presence of the 
lepra bacilli, as did nasal smears and a smear 
from the skin in the region of a pigmented 
macule using the Wayson technique. This case 
also showed ocular involvement. 

Treatment of leprosy® is now confined to use 


of the sulfone compounds which have sup-. 


planted chaulmoogra oil. The sulfone com- 
pounds are a group of synthetic drugs having in 
common the diaminodiphenylsulfone radicle; 


examples are promin, Diasone, promizole and > 


sulfetrone. 

The views of the World Health Organization’s 
Expert Committee on Leprosy, whose First Re- 
port’ is a valuable guide to leprosy control, are 
worth stating. They remark that no one deriva- 
tive in the sulfone group has been generally 
found superior to others, and point out the ad- 
vantages of the parent sulfone DDS or diamino- 
diphenylsulfone, for a long time erroneously be- 
lieved to be too toxic for use in man. 

Our patients were transferred to the leprosy 
colony, Bentinck Island off Victoria, which is 
under federal jurisdiction and where treatment 
is with Diasone supported by good food and 
care. Our first patient with tuberculoid leprosy 
has been discharged from the Island after 114 
years of Diasone therapy and is now clinically 
free of the disease; he is still on Diasone and will 
remain on this for years if no toxic reactions de- 
velop, and under observation. The other two 
cases are under similar treatment with Diasone, 
which is now being supplemented with isoniazid. 
In vitro studies have shown isoniazid to be bac- 
tericidal to another acid-fast bacillus, the tubercle 
bacillus, and encouraging results* have been re- 
ported in its use in leprosy. The relapse rate in 
patients who had sulfone but discontinued it is 
45%; in patients with apparent arrest but who 
continued the sulfone with one-third of the usual 
dose it is 4.5%. Clinical improvement begins in 
the early weeks of treatment, and almost com- 
plete clearing of skin and mucous membrane 
lesions is seen within one to three years. After 
improvement in skin and mucous membranes, the 
number of lepra bacilli is reduced and the hair 
grows again on arms, legs, eyebrows, beard and 
scalp. The nodular lepromatous type may take 
five years or more to become negative bacterio- 
logically with treatment, whereas the macular 
type takes one to three years. ‘ 
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SUMMARY 


1, Examples of the three types of leprosy— 
lepromatous, tuberculoid and mixed—are_ re- 
ported. 

2. Aids in the diagnosis and present-day treat- 
ment of leprosy are discussed. 


Appreciation is expressed to Miss K. Hoskins of the 
X-ray Department of the Vancouver General Hospital 
for the illustrations. 
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NEW SWEDISH READING APPARATUS 
FOR THE PARALYSED 


A new type of reading apparatus for paralysed persons, 
chronic invalids and persons temporarily bereft of their 
mobility, the “Biblioscope,” has been designed and put 
on the market by the Swedish firm Centrala Filmarkivet, 
experts in the manufacture of microfilm apparatus. The 
new equipment, which is light and portable, is in one 
single unit. Any patient who has the slightest ability to 
move—if even only a toe or the head—can himself operate 
the pushbutton controls. 

The Biblioscope, for which patents are pending in 
countries all over the world, differs from current types 
of reading apparatus in that the projection screen is 
movable into any position desired, as it is mounted on a 
stand instead of being fixed to the ceiling. The size of 
text can be altered so that persons with weak eyesight 
can read without difficulty. 

The filming of suitable books is done by the Centrala 
Filmarkivet, each filmed work costing no more than a 
printed copy, and in some cases less. A special commit- 
tee, a member of which is the State Librarian, is respon- 
sible for the selection of the material. State and local 
authorities as well as the Swedish Polio Fund make 
grants for filming purposes, and the films may be bor- 
rowed from special sections in the public libraries. The 
question of copyright is handled by the Committee, 
which deals directly with the authors. 

All the leading Swedish hospitals have acquired 
Biblioscopes, the Government contributing to the pur- 
chase. The apparatus is very simple to operate, and a 
disabled patient can turn the pages at any desired speed 
by pressing a button. The operation is perfectlv safe 
electrically, the lighting current ordinarily in use being 
transformed into low-tension current. The text is per- 
fectly visible even in full daylight. 

A screen larger than the standard one can be supplied 
so as to enable the patient to read large-sized magazines. 
Among magazine publishers who regularly film their 
issues is the Reader’s Digest, Swedish Edition. Printed 
material issued by the Swedish Broadcasting Corporation 
as an aid to students of radio language courses is also 
regularly filmed, providing occupational therapy for even 
the most seriously disabled.—Swedish International Press. 
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ACUTE ACID CESOPHAGITIS 


V. LATRAVERSE, M.D., Montreal 


Acid Burns occur much less frequently than 
those caused by caustics; they are mostly en- 
countered in adults, and result not only from 
accident but also from suicidal intent. The 
majority of chemical burns of the cesophagus are 
second-degree burns in which necrosis of mucous 
membrane and muscular layer takes place. The 
necrotic tissue sloughs and granulations form. 
Unless the formation of scar tissue can be pre- 
vented or controlled, a stricture of the cesophagus 
will develop. 

General management of these corrosive acid 
burns may be divided into three obvious cate- 
gories, according to the following writers: Belin- 
off, Jackson and Jackson, Barretto, Holinger, 
Negus, Plummer, Tucker, Vinson, Lemariey, 
Krey, Cleland and Leary. 

The first type of treatment includes: (a) Ad- 
ministration of neutralizing substances such as 
Olive oil, 5% sodium bicarbonate solution asso- 
ciated with 2 g. of bismuth subcarbonate, every 
four hours; magnesium oxide and bismuth sub- 
nitrate may be substituted. The use of small 
quantities of diluted alkalis at frequent intervals 
seems indicated for the first five days, (b) Sup- 
porting measures to prevent shock, dehydration 
and electrolyte imbalance. (c) Use of sedatives 
and atropine against pain and hypersalivation, 
which requires frequent aspiration. (d) Lavage 
of the stomach, which should be attempted only 
if the Levine tube can be introduced easily, with- 
out danger of perforation. This kind of lavage is 
not a feasible manceuvre in most cases of acid 
burn. 

The second type of procedure is for the pre- 
vention of stricture: (a) Immediate threading, 
by having the patient swallow a string or a 
Levine tube when it is possible. (b) Early jejun- 
ostomy rather than gastrostomy. The former 
operation is suggested as a routine procedure 
in cases of severe acid burns, but involves 
special feedings; the latter may be contra- 
indicated in view of damage to the stomach; the 
gastrostomy stoma may be useful for feeding, 
drainage and future dilatation. (c) Early boug- 
inage. There are two schools of thought as to the 


~ 
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time such treatment should be started. Salzer 
and his followers advocate the passage of soft 
rubber bougies between the second and sixth 
days after ingestion of the corrosive. A second 
group of authors (Belinoff, Plummer, the Jack- 
sons and Moersch) suggest bouginage after two 
weeks, but under direct vision or along a string 
swallowed as a guide for threading olive-tipped 
bougies for subsequent dilatation. CEsophago- 
scopy or dilatation with the mercury-filled Hurst 
bougie should never be performed during the 
early stages. 


The third type of procedure is for treatment 
of already formed stenosis. Here the modified 
Tucker retrograde dilatation through a gastros- 
tomy opening, as advocated by Barretto, is a much 
more efficient technique for tight strictures; it 
consists of passing Plummer metal bougies along 
a continuous string from above downward, the 
string being grasped and fixed firmly at the 
gastrostomy opening. Harvey and Negus replace 
the Plummer bougies by plastic graduated bob- 
bins or moles. In carrying out this procedure in 
cases of complete atresia, fluoroscopy in two 
planes is usually necessary. These manceuvres 
are continued until an cesophagoscope can be 
passed along the course of the cesophagus with 
ease, at which time the string is removed; the 
gastrostomy is allowed to close, and subsequent 
dilatations are made with Hurst bougies or the 
cesophagoscope. 

The above summarizes the commonly accepted 
methods of treatment in acid burns of the ceso- 
phagus. For comparison, I report the manage- 
ment of a hydrochloric acid burn of the mouth, 
cesophagus and stomach. 


L.G., a psychopathic man, 37 years of age, swallowed 
about 8 oz. of commercial muriatic acid in a suicidal 
gesture on November 8, 1953. The next morning at 
9:30 his wife came to our clinic with the patient. At 
this time a slight white swelling was noticed on the soft 
palate; there was much more oedema at the vestibule 
of the larynx and pyriform sinus. At 10:30 a.m. the 
patch of cedema became whiter and was growing to the 
extent of necessitating emergency tracheotomy; imme- 
diate supportive measures and sedatives were given. On 
account of the impossibility of swallowing, no attempt 
was made to have the patient swallow a string or Levine 
tube. Even radiography was postponed. CEsophagoscopy 
was considered contraindicated. 

On November 11, the third day, complete desquam- 
ation of the necrotic membranes in the mouth was 
noticed; the severe cedema of the laryngo-pharynx had 
diminished and necrotic membranes were still present 
there. When an attempt was made to have the patient 
swallow some water, the liquid passed through the 
tracheal cannula. The general condition did not allow the 
administration of cortisone or ACTH. 
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On November 14, a gastrostomy was performed by 
Dr. R. Decarie. His findings were as follows. “On the 
anterior wall of the stomach is seen a necrotic ulcer, 
near the fundus; it is 2 inches wide and % inch deep; 
the bottom of this ulcer is very thin, sloughed, and dark 
green. The gastric mucosa looks necrotic,—with dark 
exudate.” On the day following the operation, tempera- 
ture was 102° F.; deep toxicity of the patient was 
noticed and necrosis of the stoma was taking place. On 
November 21, phlegmonous reaction of the gastrostom 
stoma with necrosis of the surrounding abdominal wall 
layers was present. Periodic irrigation with mild Dakin 
solution was carried out. : 

On November 26 and 28 great improvement in the 
surgical wound appearance and the general condition 
was noticed. The patient began to swallow and drink 
water and even sit in his chair. During these few days, 
vomitin 
to our knowledge there was no passage of slough. On 
December 4 the mouth and the laryngo-pharynx looked 
normal, Decannulation was carried out. On December 7 
radiographs showed a normal cesophagus; the stomach 
presented incomplete cicatricial stricture at its middle 
third, the pylorus being normal. 

Herniation of the stomach through the abdominal 
wound did not allow cesophagoscopy until December 
30. The lumen and mucous membrane looked normal 
along the whole course of the cesophagus. 

Among the most important laboratory findings we 
should mention: red cell count not lower than 3,300,000 
on December 10; white cell count up to 22,000 on 
November 26; Hb not lower than 68% on November 
26; blood potassium down to 5.9 mg. per 100 ml. 
against 16 to 24 mg. normal, with signs of acute 
nephritis. Temperature went up to 104° F. on Novem- 
ber 15 and 20, i.e. after the gastrostomy. 

The patient left hospital in fairly good condition. On 
January 8, 1954, he was readmitted for electro-convul- 
sive therapy. On the morning of August 25, 1954, the 
patient made a second attempt at suicide by ingesting 
corrosive liniment (ammonia combined with methyl 
salicylate), but without. sequelae. He has since been 
sent to a hospital for mental diseases. 


COMMENTS 


Cleland reported a case in which the slough 
was expelled on the ninth day after swallowing 
hydrochloric acid. 

In our case, no dilatation procedure was used, 
but moderate stricture of the gastric cavity re- 
sulted after the gastrostomy. 

It may be that, by allowing better drainage, 
gastrostomy prevented more serious scar stricture 
than a jejunostomy would have done. 

From Cleland’s report and our own case, it 
seems that hydrochloric acid burns are less severe 
than nitric or sulphuric acid burns of the 
oesophagus. 
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RETROPERITONEAL 
PELVIC CYST 


D. F. OSBORNE, M.D., Kamloops, B.C. 


‘Cysts AND TUMOURS lying posterior to the visceral 


peritoneum are rare. A search of the literature 
was made on reported cases of cysts or tumours 
in this location. According to Nordland and 
Nordland,’ the rarity of reporting of these cysts 
and tumours is due to. the unusual clinical pic- 
ture, the confusion of pathological identification, 
and the difficulty in their surgical removal. All 
this is borne out in the case presented below. 

Peterson’ classified retroperitoneal cysts as (1) 
cysts of intestinal origin, (2) dermoid cysts, and 
(3) cysts arising retroperitoneally from the Wolf- 
fian body or the Miillerian duct. 

Most of the cases reported have been solid in 
type and sarcomatous in nature, Nordland and 
Nordland! report two cases of true retroperiton- 
eal cysts, one of which closely resembles the case 
presented. 


Mrs. M.N., aged 31 years, was referred to hospital from 
a rural area with the history of having been delivered of 
a six-months’ fetus stillborn. The placenta could not be 
expressed, and a moderate hemorrhage followed this 
procedure. The patient was given a bottle of plasma and 
transferred to hospital. She had previously had only one 
living child with nine miscarriages at the second to the 
sixth months. 

On admission the patient was not in shock; the pulse 
rate was 84, blood pressure 110/70, and respiration nor- 
mal, The bladder was catheterized and six ounces of 
clear urine obtained. Abdominal examination revealed 
the uterus riding high above the umbilicus, with an 
indefinite “fullness” felt in the pelvis. An attempt was 
made to express the placenta without success. 

On bimanual pelvic examination the vagina was found 
to be pushed well anteriorly and superiorly by a mass in 
the posterior part of the pelvis. The uterus was felt high 
up in the abdomen with the placenta still retained. The 
uterus seemed to be bicornuate, with the placenta on 
the left side. The pelvic mass was soft and fluid-like in 
character and filled the entire pelvis. It lay posterior to 
oe rectum and rose to just above the true brim of the 

elvis. 
, The condition was diagnosed as retained placenta in 
a bicornuate uterus with a cyst of the ovary or a retro- 
peritoneal pelvic cyst. On consultation it was decided to 
perform a subtotal hysterectomy as the patient con- 
tinued to bleed moderately per vaginam. The hzemo- 
globin value on admission was 74%. 

At operation the diagnosis of bicornuate uterus was 
confirmed; this likely accounted for the frequent mis- 
carriages. Both tubes and ovaries were normal, An at- 
tempt was made to squeeze the placenta into the vagina 
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with no success, and a subtotal hysterectomy was sub- 
sequently performed. The pelvic mass was felt and seen 
to be retroperitoneal and almost filling the entire true 
pelvis. In view of the extreme vascularity of the region, 
it was decided to leave the cyst alone and have the 


patient return at a later date for further operation if 
necessary. A large needle was inserted into the cyst to 
determine the contents, but only was obtained. 
The patient had a normal postoperative course and was 
discharged in ten days. 

Six months later the patient was seen again with the 

elvic cyst still present and perhaps slightly larger. She 
had been well in the celtic her only complaint being 
slight constipation with no pain. She was readmitted to 
hospital for investigation an operation. 

Laboratory investigation revealed the following: Urine, 
normal in all respects; Hb 93%; white cell count, 6,600 
with a normal differential count; sedimentation rate, 
20 mm. in 1 hour. Radiographs of chest and abdominal 
flat plate showed no significant disease. Barium enema 
only confirmed the clinical finding of the anterior dis- 
placement of the rectum. 

Just before laparotomy, with the patient under anes- 
thesia, a large-bore needle was directed into the cyst 
through the perineum. No fluid was obtained, and it was 
then felt that the tumour was solid and probably a 
sarcoma. At operation it was laid bare of peritoneum and 
both ureters were identified. The cyst was adherent to 
the side walls of the pelvis and particularly to the 
sigmoid. In the upper portion it separated off well except 
at the site of the siioeien to the sigmoid. The cyst 
ruptured during dissection and a large quantity of sero- 
sanguino-purulent material escaped into the abdominal 
cavity. It contained fairly large “flakes” of material and 
was about the consistency of Scotch broth. The presence 
of these “flakes” undoubtedly prevented the aspiration of 
fluid from the cyst just before operation. The cyst wall 
was dissected down as far as possible behind the rectum 
but was densely adherent to the left lateral wall of the 
pelvis. As much of the wall as possible was removed and 
the remainder left behind. 

It was noticed that a small aperture was present be- 
tween the junction of the sacrum and coccyx, and it was 
felt at the time that this might be a point of origin of 
the cyst. The rectum was closely inspected and found to 
be intact. Peritoneal toilet was carried out and the wound 
closed with no drainage. 

About one hour after operation the patient went into 
profound shock and did not respond to intensive anti- 
shock therapy of blood transfusions and anti-hypotensive 
drugs. She expired about 24 hours after operation, 
apparently of irreversible shock. Permission for post-mor- 
tem examination was refused. 


PATHOLOGICAL REPORT 


“Sections through the wall of the cyst struc- 
ture show it to be lined by a thin layer of 
squamous epithelium, There is on the surface of 
this epithelium a normal layer of keratinous 
material, The subepithelial tissue is composed of 
collagenous fibrous connective tissue which con- 
tains many fat cells, nerve fibres and blood 
vessels. There is one definite epithelial cyst in the 
wall of the main cyst. At one point only is seen 
evidence of sebaceous glands, There are no hair 
follicles or sweat glands in any of the sections 
examined, The failure to find dermal appendages 
in the wall of this cyst would indicate that this 
was an epidermal cyst rather than a dermoid 
or teratoma.” 
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CLINICAL TRIAL OF 
ORNITHOGALUM UMBELLATUM 
ON THE HUMAN HEART 
(PRELIMINARY REPORT ) 


ARTHUR VOGELSANG, M._.D., 
London, Ont. 


IN THE COURSE of an extensive investigation of 
the effect of local plants on the heart, Waud*-* 
discovered a digitalis-like action in the bulb of 
the Star of Bethlehem plant (Ornithogalum um- 
bellatum). On the isolated and intact frog heart, 
the isolated rabbit heart and the intact cat heart, 
he demonstrated a positive inotropic action, de- 
creased conduction, and eventually systolic 
standstill. 

Tablets were prepared and _ standardized 
according to the method of the U.S.P. XIII, so 
that each tablét was equal in activity to one 
international unit of digitalis folia. These tablets 
were tested on the staff wards of a large hospital 
medical service with results which were equi- 
vocal.‘ 

Early in 1954 the author tried these tablets 
in two carefully selected cases in private cardiac 
practice, with negative results. When the drug 
was substituted for digitalis, digitalization was 
lost, and the heart rate, fluid retention and dysp- 
noea increased. These results contrasted so 
strongly with those obtained on injection or per- 
fusion in animals that it appeared likely that 
there was some discrepancy in absorption of the 
drug when taken orally. 

The tablets were then given an enteric coating 
with salol to allow them to pass through the 
stomach without being attacked by the acid 
gastric secretion. When these coated tablets were 
administered to decompensated patients, it soon 
became apparent that a digitalis effect was being 
obtained. 

The cases were very carefully selected. Only 
those who had been receiving treatment for some 
time and were more or less “stabilized” were 
used, Absolutely no change was made in the 
other medication, such as administration of 
ammonium chloride or mercurials. Digitoxin was 
discontinued and the coated tablets of O. umbel- 
latum were substituted. | 

To maintain digitalization it was found clini- 
cally that two tablets were equivalent to one 
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international unit of digitalis or digitoxin; from 
then on, this proportion was used in substituting 
O. umbellatum for digitoxin, This ratio would 
lead one to suspect that about one-half of the 
drug was being absorbed. 

It was noted that, in comparison with digitoxin, 
the drug showed: (a) less slowing of heart rate; 
(b) increased excretion of body fluid by the 
kidneys; (c) increased strength of cardiac con- 
traction; and (d) less gastrointestinal nausea. 

These findings are comparable to the results 
obtained on animals by Waud.*-* 


SPECIMEN CASES 


(A) A 66-year-old woman with old rheumatic heart 
disease, with auricular fibrillation and mitral and 
aortic regurgitation, had been on digitoxin, ammonium 
chloride and mercurial injections for over a year. There 
was considerable ascites as a result of the long-standin 
passive hepatic congestion, as well as severe dyspnoea a 
some ankle cedema. She was unable to do anything, and 
was in bed most of the day. Her blood pressure averaged 
145/85 and pulse 64. In spite of the above medication, 
the ascites would build up gradually, and on three 
occasions it was necessary to perform an abdominal 
paracentesis. An average of ten to twelve quarts of fluid 
would be obtained. 

When the O. umbellatum was substituted for digitalis, 
the patient’s weight was 103 lb. Within three weeks it 
was reduced and stabilized at 92 to 94 lb. There was 
much less ascites, her ankles were free of cedema, and 
she was able to go shopping downtown. Her entire out- 
look had changed and she became bright and cheerful. 
One unusual aspect of the case was demonstrated in her 
blood pressure, which was reduced to approximately 
86/50. She displayed none of the weakness, dizziness 
or apathy that we usually associate with pressures around 
this level. In spite of the weight reduction both she and 
her family insist that she is “putting on flesh” and this 
is also my opinion. The above would suggest that she 
has lost more than 10 Ib. fluid weight and, probably 
because of less gastrointestinal irritation, is eating better. 

(B) A 43-year-old woman with rheumatic heart disease, 
regular sinus rhythm, mitral stenosis and regurgitation 
and aortic regurgitation with marked enlargement, had 
been taking digitalis for some years. She was unable to go 
to work and had occasional severe bouts of vomiting fol- 
lowed by dyspnoea. Because of the gastric irritation it was 
found very difficult to have her continue taking digi- 
toxin in sufficient dosage to keep her compensated. She 
would then go into pulmonary cedema. Eleven weeks 
after her medication was changed to O. umbellatum 
she was so much improved that she was able to take a 
half-day job doing secretarial work. 

Her blood pressure has fallen from 134/80 to an 
average of 96/64, and her pulse rate has increased from 
about 80 to around 92 per minute. 


Since we do not know what the active principle 
in O. umbellatum may be, we cannot venture to 
explain why it does not seem to depress the heart 
rate as much as does digitoxin in effective doses. 

The increased elimination of body fluid by the 
kidneys might be caused by any one (or a com- 
bination) of the following actions: (a) a specific 
effect on the glomeruli; (b) a relative increase 
in renal artery blood flow; (c) improvement in 
the general circulation as a result of stronger 
cardiac contractions (positive inotropic effect). 

The lowering of the blood pressure in normo- 
tensive cases would suggest that the condition 
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mentioned in factor (c) might obtain, and be 
explained on the basis of decreased peripheral 
resistance, with improved oxygen supply to the 
tissues. 


The accompanying illustration shows four 
leads taken from two electrocardiograms. No. 1 
shows the digitalis effect when the patient (A) 
was on digitoxin. The O, umbellatum was then 
substituted in appropriate dosage, and No. 2, 
taken almost four months later, shows that the 
digitalis effect was maintained. 


SUMMARY 


A preparation of Ornithogalum umbellatum in enteric- 
coated tablet form and standardized against digitalis was. 
given to carefully selected cases in congestive failure and 
the digitoxin withdrawn. 

A positive inotropic effect, increased fluid elimination, 
and less slowing of the pulse were noted in comparison 
with digitoxin. The electrocardiogram showed mainten- 
ance of the digitalis-like effect. 

If further experimental use should substantiate the 
findings mentioned in this paper, Ornithogalum um- 
bellatum might possibly replace digitalis in the treatment 
of some cases of congestive failure. 


The author is indebted to Dr. R. A. Waud for were 
ing and standardizing the material and to Charles R 
Will & Co. Limited for preparing the coated tablets. 
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A SCARLATINIFORM RASH IN 
BURNS* 


A. W. FARMER, M.D., 

W. R. FRANKS, M.D., 

L. R. CHASMAR, M.D. and 

D. M. YOUNG, M.D., Ph.D., Toronto 


OVER THE PAST FIVE YEARS among over 550 ad- 
missions for burns there have been 16 which 
were complicated by scarlet fever. In eight the 
rash was present on admission or the child was 
brought in specifically because of the presence of 
the infectious disease. The remainder developed 
a scarlatiniform rash while in hospital and all 
eight had received scarlet fever antitoxin or 
penicillin or both at least four days before the 
appearance of the rash. 

Theoretically, scarlet fever antitoxin should 
have prevented the development of the papular 
erythema, Penicillin is specific for all strains of 
beta hzmolytic streptococcus and its administra- 
tion should have prevented true scarlet fever, In 
not one of this second group of patients was a 
hemolytic streptococcus isolated from the burn 
or the nasopharynx. These observations suggest 
that some other agents may have been respon- 
sible for the rash. 
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genic toxin. Recent texts of bacteriology do not 
mention the phenomenon. However, as early as 
1927 Stevens! reported the occurrence of Staph. 
aureus infection with a scarlatiniform rash in 
three patients. He stated that this exanthem was 
distinguished with difficulty from the rash occur- 
ring during infections with the hemolytic strep- 
tococcus. They could be differentiated by the 
absence of the streptococcus, the presence of the 
staphylococcus and positive blanching with 
staphylococcal antitoxin. 

In 19386 Bryce and Rountree? described the 
production of an erythema in rabbits by the intra- 
dermal injection of beta toxin from staphy- 
lococci. 

Simpson® recently described three more 
patients with Staph. aureus infections and a 
scarlatiniform rash. A soluble toxin was prepared 
from each of the three strains of staphylococcus 
isolated. This toxin produced in the convales- 
cent patients, and in a known positive and a 
known negative Dick reactor, virtually the same 
reactions as a standard Dick toxin. 

An annotation in Lancet! in 1953 summarizes 
the evidence that staphylococci can produce a 
soluble erythrogenic toxin antigenically similar 
to that of haemolytic streptococcus, and that they 

















TABLE I. 
SuMMARY OF BurN PATIENTS WITH A COMPLICATING RASH DIAGNOSED AS SCARLET FEVER 
Staph. aureus Schultz-Charlton 
a Staph. 
No. S.F.A. Pen. Burn Throat Desq. S.F.A. antitoxin 
1 + 
2 + 
3 + 
4 + 
5 + oe + 
6 + + + + + 
7 -+- + + + — =i 
8 + + + + ae Soy 





In four of these cases, cultures were not taken. 
In the remaining four, cultures from the throat 
and the burn grew Staphylococcus aureus as the 
sole pathogen, In every instance the staphyl- 
ococci were resistant to penicillin, The data on 
the patients are shown in Table I. When a 
Schultz-Charlton test was carried out on the rash, 
using scarlet fever antitoxin and staphylococcal 
antitoxin, no blanching was obtained. The 
staphylococcal antitoxin was merely a_ stock 
solution and not made from the strain of organ- 
ism present on the patient, This may account for 
the failure to obtain a positive reaction. 


DIscussION 


The general feeling among bacteriologists is 
that staphylococci do not produce an erythro- 


*From the Department of Surgery, The Hospital for Sick 
Children, Toronto. Work done under a grant from the 
Defence Research Board of Canada. 
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can, by this means, reproduce in man _ the 
scarlatinal syndrome. 


SUMMARY 


Eight burned patients developed a rash 
identical in appearance and distribution with 
scarlet fever and yet their previous treatment 
should have obviated this complication. 

The association of a staphylococcus as the sole 
pathogen in four of the patients may indicate 
that this organism produces an erythrogenic 
toxin. 

The fact that a scarlatiniform rash may co- 
incide with staphylococcal infection which is 
resistant to penicillin is important. Adequate 
treatment will usually depend upon early recog- 
nition. 
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Special Article 


THE CHIEF OF SERVICE* 


CHARLES U. LETOURNEAU, M.D.,t 
Chicago 


ONE OF THE LEAST understood relationships in 
the hospital centres about the authority and re- 
sponsibility of the chief of a clinical service. In 
some hospitals, his power is almost absolute and 
he holds despotic sway over all who attend 
patients in his department, from associate physi- 
cians down to the kitchen maids. At the other 
extreme is the nominal head of the clinical de- 
partment who holds office because his turn came 
up in the rotation system. Everyone in the 
department ignores him and all do pretty much 
as they please. In almost every case, the situa- 
tion just happened. Sometimes authority and re- 
sponsibility are handed down by tradition; some- 
times the position is subject to some kind of an 
“unwritten law.” 


Most instances that we have observed in- 
volving misunderstandings among members of 
the medical staff have centred around miscon- 
ceptions in the mind of the chief of service and 
were not due to bad faith as some of his critics 
were prone to impute. 


In one instance, the chief of service considered 
himself responsible to a committee composed of 
members of his service, and to no one else. In 
another case, the chief of service rationalized 
that because he was the only board certified 
specialist in the service, he was responsible to 
no one at all. There have been instances where 
the chief of service answered only to the pres- 
ident and executive committee of the medical 
staff. And still another variation is the respon- 
sibility of the chief of service to the administrator. 

The dictatorial chief of service regards himself 
as the ultimate authority in everything pertaining 
to his specialty. As his whim or fancy dictates, 
he may change nursing routines, amend orders 
of the attending physician of an individual 
patient, decree that only certain drugs shall be 


*Reprinted by kind permission from Trustee, the Journal 
for Hospital Governing Boards, February, 1955. 
7Director, Programme in Hospital Administration, North- 
western University, Chicago 11, Illinois. 
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used, and discipline offensively anyone who 
challenges his authority. Fortunately the clinical 
Napoleon is a dying breed who was character- 
istic of a defunct medical era. 

At the other end of the scale, there is the 
“good fellow.” He shrinks from responsibility and 
wears the mantle of authority with ill grace. 
Apprised of a flagrant breach of professional care, 
he equivocates and takes dilatory action, hoping 
that the offense will be forgotten and that the 
need for disciplinary action will vanish like a 
bad dream in the morning sunlight, He is more 
preoccupied with the good will of his fellows 


.. than with the welfare of the patients. He is very 


popular with the hired help. 


Some hospitals will identify these characters 
readily; others will regard them as exaggerations 
to illustrate a point. 

And yet, there is no need for any hospital to 
suffer such prototypes, because the position of 
the head of a clinical department is abundantly 
clear in law and in practice. As head of a hos- 
pital department, he derives administrative 
authority from the hospital administrator and he 
is responsible for the proper management and 
quality of service rendered in his department in 
the same way as the head of a scientific or ad- 
ministrative department. It is a matter of little 
moment if he be a salaried appointee or hold 
an honorary position. In either instance, he holds 
delegated authority from the board of trustees 
of the hospital through the administrative 
hierarchy. 

In most hospitals, it is customary to have a 
medical director or chief of staff who bears re- 
sponsibility for the over-all supervision of the 
quality of medical care rendered in the hospital. 
In some instances, the medical director and the 
hospital administrator are one and the same 
person and combine the two functions of pro- 
fessional and administrative supervision. So far 
as the chief of service is concerned, the question 
is academic. 

Procedures vary from hospital to hospital for 
the appointment of the chief of service. In some 
instances, he is elected by members of his depart- 
ment. In other instances, he is elected by the 
medical staff. In still other instances, he is 
appointed by the board of trustees, It should be 
emphasized. however, that according to the 
nature of administration, the appointment of the 
chief of service has no validity unless it is 
approved by the board of trustees who thereby 
delegate authority to him for the control of the 
clinical department and hold him responsible for 
the quality of service that it renders. 

Not that the board of trustees is qualified to 
pass judgment upon the quality of the pro- 
fessional work of the chief of a clinical 
service. The evaluation of the work done in any 
particular clinical department is usually dele- 
gated by the trustees to the medical staff, The 
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staff is empowered to scrutinize the work done 
by any individual and to make such reports and 
recommendations as it may deem appropriate 
under the circumstances. But such evaluation is 
professional, not administrative. Professionally, 
the chief of a clinical service is subject to the 
scrutiny of the medical staff, Administratively, he 
is accountable to the hospital administrator. The 
final judgment on both administrative and pro- 
fessional stewardship rests with the board of 
trustees. 

The chief of service does not have the dis- 
cretionary authority to interfere with the physi- 
cians who practise medicine in his department. 
This is a bone of contention between specialists 
and general practitioners. It is the right and duty 
of the chief of a clinical service to draft such 
“standing orders” as he may desire to recommend 
for the improvement of medical service in his 
department. But he may not arbitrarily make up 
new rules as his fancy dictates. The proper pro- 
cedure is to submit the draft to his departmental 
committee or to a committee of the medical staff 
for consideration and to explain the reasons for 
the recommended rules. In a democratic organi- 
zation, each physician will feel free to make 
suggestions for amendment or alteration of the 
proposed rule, If other services such as nursing, 
pharmacy or dietetics are affected, it is merely 
common courtesy to consult the heads of these 
departments for suggestions. 

Finally, the modified rules are submitted to 
the administrator for comment as to their desira- 
bility and feasibility. If the medical staff has not 
had the foresight to consult interested depart- 
ments in the hospital, then it is incumbent upon 
the administrator to do so. 

Final authority for the approval of standing 
orders in the hospital does not rest with the 
administrator. If a breach of the standing orders 
might involve suspension, dismissal or abrogation 
of the privileges of a physician, they must be 
approved by the board of trustees. Since 
privileges are granted in the first instance by the 
trustees, they may not be withdrawn, suspended 
or altered in any way except by the board of 
trustees. 

Upon the approval of the board of trustees, 
the standing orders of a clinical department then 
become the law of the hospital in so far as that 
department is concerned. They are handed to the 
administrator for enforcement and he in turn 
delegates authority for their observance to the 
chief of service. It is the duty of the chief of serv- 
ice then to see that the standing orders are com- 
plied with and that any violations of such orders 
are reported in a manner prescribed by the 
board of trustees. The chief of service has no 
competence to do any more than to see that the 
standing orders are observed. 


x 
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In most instances, violations of the standing 
orders are reported to the executive committee 
of the medical staff, which then deliberates upon 
what action is to be recommended to the board 
of trustees. 

The chief of service not only carries authority 
and responsibility for the observance of the laws 
of the hospital but also must exercise vigilance 
to act upon breaches of hospital policy, of crim- 
inal and civil law, of medical ethics and of 
accepted medical practices of the community. 

As head of a clinical department, he carries 
only administrative responsibility. He is acting 
as an agent of the hospital in this capacity and, 
as such, may engage the liability of the hospital 
for his administrative actions. 

His responsibility for administration of the 
clinical department, like his authority, does not 
extend to the individual acts of the physicians 
who have privileges to practise in his depart- 
ment. The individual physicians who practise 
medicine in a clinical department are indepen- 
dent contractors. Within the scope of their 
privileges, they have absolute freedom and may 
diagnose and prescribe for their own patients in 
any way that they see fit. These privileges. how- 
ever, are subject to the authority of the chief of 
service to investigate the manner in which a 
patient is being treated. If the method of treat- 
ment conforms to generally accepted medical 
practices, no interference by the chief of service 
is permissible, but where the method of treat- 
ment exceeds the privileges of the attending 
physician, or where a consultation is mandatdry 
by the rules of the hospital, the chief of service 
has the right and the duty to intervene in the 
care and treatment of the patient. Nor is this a 
matter for controversy between the attending 
physician and the chief of service, The terms of 
reference for the granting of privileges to in- 
dividual physicians should be clearly spelled out 
by thé board of trustees of the hospital in the 
case of each individual physician and all parties 
concerned should know exactly where they stand. 
If a certain type of illness requires a consultation, 
the chief of service must provide the consultant. 
If certain procedures must be complied with be- 
fore a surgical operation is undertaken, it is the 
responsibility of the chief of service to see that 
the procedures have been carried out. If certain 
routine practices are ordered for a specific type 
of disease, the chief of service must see that they 
are done. 


The chief of service is an important person 
in every hospital. In his own department, he is 
the watchdog of medical practice. He should be 
selected carefully. Mere professional excellence 
is not the only criterion for selection. In addition, 
he must have a social conscience, realize the 
size of his responsibility and carry easily 
but firmly the crown of authority, 
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Editorials 


Dr. R. D. Derries RETIRES 


On July 5 the President of the University of 
Toronto announced the retirement of one of its 
senior and most valued staff members, Dr. 
Robert D. Defries, director of the School of 
Hygiene and of the Connaught Medical Re- 
search Laboratories. Dr. Defries’s retirement 
from the School became effective June 30. On 
September 30 he will turn over the direction of 
the Laboratories to Dr. J. K. W. Ferguson, head 
of the Department of Pharmacology in the Uni- 
versity. 

Although the Laboratories are probably best 
known to the general public—and perhaps also 
to some members of the medical profession—for 
their current work in the preparation of the Salk 
vaccine for use in Canada, they have a record of 
solid achievement that spans the past 41 years. 
The late Dr. J. G. FitzGerald, who founded the 
Laboratories in 1914, set for them a threefold 
objective: the prosécution of research, the 
preparation and distribution of sera, vaccines 
and other biological products, and collaboration 
with the School of Hygiene in the training of 
medical officers of health and other public health 
personnel. In all these years Dr. Defries, who 
has been associated with the Laboratories from 
the first days, has worked indefatigably for the 
fulfilment of Dr. FitzGerald’s objective—first in 
the capacity of associate director and since Dr. 
FitzGerald’s death in 1940 as chief. Whenever 
a need arose, ways and means were found to 
meet it quickly, effectively and economically— 
whether it was for diphtheria toxoid in the 
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early days, plasma and other products for the 
Services during the war years or, more recently, 
for the large-scale production of tissue culture 
fluids for use in the preparation of the Salk 
vaccine, and finally the production of the vac- 
cine itself. 

For 41 years the Laboratories have followed, 
with unique success, the policy of preparing 
and distributing sera, vaccines and other bio- 
logical products at the lowest price consistent 
with high quality, and of using the findings 
of research in the improvement of existing 
products and the development of new ones. 
Currently, 93 products are being prepared 
and distributed, and 75 research projects are 
under way in the fields of glandular. extracts, 
antibiotics, bacteriology and immunology, virus 
diseases, cancer, and veterinary medicine. Al- 
though he would be the first to disclaim it, the 
present Laboratories with their four divisions 
and all their extensive undertakings are very 
largely the result of Dr. Defries’s vision, en- 
thusiasm, energy and persistence. If his col- 
leagues sometimes found it difficult to match 
him in these attributes, they could always share 
his quiet satisfaction in a worthwhile job well 
done. It was fitting that 11 days after his re- 
tirement had been reported his name again ap- 
peared in the public press, this time in connec- 
tion with an announcement that work would be 
started shortly on a million-dollar building at 
the Dufferin Division, 12 miles north of Toronto, 
to house all the work in poliomyelitis, including 
the preparation of the large quantities of Salk 
vaccine required for use in Canada. 

In spite of his heavy responsibilities in the 
Connaught Medical Research Laboratories and 
the School of Hygiene, Dr. Defries has con- 
tributed much to the Canadian Public Health 
Association and its journal, of which he has been 
editor for the past 27 years, and to the American 
Public Health Association through its com- 
mittees, particularly the Committee on Profes- 
sional Education and the Committee on Admin- 
istrative Practice. His wide experience and 
sound judgment have been invaluable also in 
the deliberations of the Dominion Council of 
Health. In recognition of his great contribution 
during World War II, he received the O.B.E. 
in 1948 and the C.B.E. in 1945. Last May the 
University of Saskatchewan conferred on him 
an honorary doctorate of laws at a special con- 
vocation. 
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We congratulate Dr. Defries, and wish him 
an active and happy retirement in which, as 
special consultant to the Laboratories, he may 
watch with pride and satisfaction the further 
development of the institution to which he has 
devoted his life. 





STUDENT HEALTH 


Numerically, the university student body is an 
insignificant proportion of the general popula- 
tion, In terms of influence later exerted on the 
community, it is immense, This is a sound 
reason why special attention should be paid to 
the health of the university student, and in par- 
ticular to his mental health. Even if a university 
has successfully combated the temptation to turn 
out technicians rather than well-educated men 
and women, it is not doing the community a 
good service if a significant number of its grad- 
uates leave college with grave emotional dis- 
turbances, It has been estimated by Malleson* 
that in London University 10% of the stu- 
dent population is in need of psychiatric 
assistance, and this agrees with figures from 
American universities. A few years ago, some 
disquieting Oxford figures were given publicity, 
though the university does not seem to have done 
much about them. Parnell,? who followed up 
6,000 Oxford students for three years, found that 
of the 35 deaths occurring in this period 9 were 
due to suicide, while no less than 76 students had 
at least a term’s absence from study because of 
mental or nervous conditions. 

In a recent article from Vancouver, Hebb® 
appears to accept this need for psychiatric 
counselling of students, so that presumably expe- 
rience in Canada is similar to that elsewhere. 
This would be expected, since the problems con- 
fronting undergraduates are fairly generalized. 
These young men and women are living under 
conditions of strain — intellectual, financial, 
psychosexual, In Malleson’s words, “the univer- 
sity imposes a period of psychological childhood 
on the physiological adult.” 

Almost 100 years ago, the first university, Am- 
herst College, U.S.A., recognized the need for the 
alma mater to take some responsibility for the 


x 
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health of her students; and more and more uni- 
versities are now measuring up to this responsi- 
bility. In a recent university number of the 
South African Medical Journal, Phillips‘ sum- 
marizes:and discusses the present situation, The 
main issue appears to be whether a student 
health service should confine itself to prevention 
of disease and promotion of health, as suggested 
in the Goodenough Report in 1944, or should 
also give domiciliary and ambulatory medical 
care, as is now done for example in Minnesota 
and Edinburgh. Phillips suggests that the 
campus doctor will find his work more interest- 
ing, and that his advice will more likely be 
heeded, if he acts in the dual capacity. 


Another issue is whether periodic health 
examinations of students should be voluntary or 
compulsory. Experience with the voluntary sys- 
tem at Cape Town has been disappointing, 
though Edinburgh has achieved a 74% volun- 
tary attendance rate. It may justly be claimed 
that since the university has a large financial 
stake in its students it has the right to demand 
such examination. 

Both Hebb and Phillips stress the value of the 
student health sérvice in health education, and 
the former pleads for the inclusion of such teach- 
ing in all university courses. Apart from formal 
health education, Phillips points to the value of 
the well-run health service as a practical demon- 
stration to medical students of how doctors can 
act as health advisers. 

Both Hebb and Phillips also mention the 
wonderful opportunities for research on such a 
service. Very little is known as yet of the health 
needs of students and of the effects of university 
life on health, or on the efficacy of selection 
techniques for entrance to a university. Malleson 
makes the point that the finished university 
products have been studied, and the failures are 
now under study, but the university curriculum 
itself has not yet been scrutinized in relation to 
its effects on student health. If it will not stand 
up to such scrutiny, says Malleson, let us modify 
it, for it was made by man and not sent by God. 
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Editorial Comments 


BREAST CANCER IN AUSTRALIA 


The period of relative satisfaction with the 
treatment of breast cancer is over, For decades 
since Halsted, little contribution except detailed 
elaborations and debate about the place of x-ray 
therapy has appeared. Since World War II there 
has been some stimulus to thought in this field, 
and though radical mastectomy is still the one 
chance of cure and is likely to remain so until 
an altogether new therapy, perhaps of hormone 
or chemical or antibiotic nature, is discovered, 


the. situation is being intensively assessed. Mc- ~ 


Kinnon’s studies of vital statistics and _ state- 
ments that just as many people are dying of 
breast cancer as did half a century ago, Mc- 
Whirter’s view that simple mastectomy and 
irradiation give better results than radical mas- 
tectomy, and Stout’s finding that a five-hour 
operation gives better survival rates than a two- 
hour job by the same surgeon are highlights. 
Surgeons, radiologists and pathologists have been 
searching their records and their consciences. 
Such a careful and objective analysis forms the 
basis of a report from the other side of the 
world.* The statistics from Australia confirm the 
findings elsewhere and contradict some standard 
textbook impressions. 


Since present facilities can offer a chance of 
cure only to those patients with disease still con- 
fined to the breast and axillary lymph nodes, par- 
ticular attention is paid in this report to Stage 1 
and 2 cases, Radical mastectomy has little to 
offer when the cancer has extended beyond the 
breast and axilla—a hard fact that any careful 
follow-up of Stage 3 and 4 cases demonstrates. 

It is pointed out that there are several factors 
that do not influence 5- and 10-year survival 
rates. One is the age of the patient at the onset 
of cancer, Younger patients at the same stage and 
with the samé malignancy have a somewhat 
greater chance of survival than older patients, 
because they are subject to less incidence of 
lethal intercurrent disease. There is naturally 
a poor 5-vear survival rate in the over-80 age 
group. Time between discovery of the tumour 
and treatment up to six months does not influ- 
ence the survival rate, nor does the site of the 
tumour in the breast. Preliminary biopsy before 
radical mastectomy does not alter the survival 
rate statistically. Compared with Greenwood’s 
series of untreated cases, the overall 5- and 10- 
year survival rates were significantly improved 
by treatment. Moreover, the improvement was 
greater in the 1945-48 period than in the 1936- 
40 period. The effect of postoperative radio- 
therapy in prolonging life but not in “cure” is 
shown by a better 5-year survival rate when 


*Cancer of the Breast in Sydney Teaching Hospitals. 
oat was et al.: Australian ¢ New Zealand J. Surg., 
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deep x-ray treatment was used, but no improve- 
ment in 10-year survivals. 


Such careful studies of large series of breast 
cancers may mean more in influencing the think- 
ing on the subject of cancer generally than 
reports on the disease at other common sites. 
Carcinoma of the stomach or colon more fre- 
quently causes death by other effects, i.e. ob- 
struction or anemia or peritonitis; thus, the 
value of any form of treatment in controlling 
the malignant disease is obscured. Such effects 
are absent for a long time in breast primaries 
and the issue is more clear. 


However, cancer of the breast is one form of 
malignant disease demonstrably affected by 
hormones. Analogies with cancer at other 
primary sites must be made with caution. 

BurNs PLEWEs 


THE Curip In Hospira.L* 


In spite of its title, The Child in Hospital, this 
report of a WHO study group deals almost 
exclusively with the psychological needs and 
problems of children when admitted to hospital. 
The conclusions drawn from the discussions of 
the group which was made up of pediatricians 
and peediatric psychiatrists are as follows: 


1. A child should be admitted to hospital only when 
the pediatrician is fully convinced of the necessity for 
this step; the fact that admissions are sometimes made 
because the right conditions or care are lacking in the 
home points to the need for social measures to meet 
the situation. 

2. Admissions, wherever possible, should be planned 
ahead and timed in the light of the child’s age, his 
family circumstances and background, and in relation to 
the purpose to be achieved; in emergency cases, where 
this cannot be done, it is suggested that adequate pro- 
visions for play therapy within the hospital may con- 
siderably ease the effects of sudden admission. Published 
advice to parents on preparing children for admission 
can be helpful and meet a real need. 

3. Provision should be made for the mother to be ad- 
mitted and stay with her child where the pediatrician 
considers it necessary, and in other cases to settle the 
child in. 

4. Every effort should be made in future to provide 
hospital accommodation that will allow for the admission 
of mothers and for the reproduction, so far as possible, 
of homelike surroundings familiar to the child. 

5. Hospital procedures, painful or otherwise, that may 
have a traumatic effect on the child, should be strictly 
avoided unless absolutely essential. 

6. It is strongly advisable, within the limits of staffing 
facilities, for the same doctor and the same nurse to 
follow through a case to the end, in order that the sense 
of security necessary to the child may be provided. 


*Report of a study group sponsored by the Regional 
Office for Europe of the World Health Organization. Bull. 
World Health Org., 12: 311, 1955. 
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7. Visiting as a general rule is strongly to be en- 
couraged, with the proviso that the peediatrician always 
holds the right of Setting in individual cases; fathers 
and friends, as well as mothers, can be valuable visitors; 
the value of visits can be enhanced if helpful occupa- 
tions are found for the visitors. 


8. The value to children of long periods in hospitals 
and institutions remote from home is in many cases 
open to doubt, and great caution should be exercised 
before a child is thus sent away. ere it is unavoidable, 
special allowances might be provided to enable parents 
to visit regularly. Care must be taken to prevent the 
child who is without visitors from becoming a psycho- 
logical casualty. 


9. The child also needs preparation for discharge and, 
in long-stay cases, he may require gradual acclimatiza- 
tion to home contacts and surroundings. 


The first point is self-evident and neecs no 
discussion. The second, likewise, requires little 
amplification except that, with limited hospital 
accommodation, it is often the availability of a 
bed rather than the readiness of the patient 
which will determine the time of admission. The 
need for published advice to parents on prepar- 
ing kun for admission is extremely im- 
portant. It is the unknown and the unexpected 
that frightens the children and antagonizes the 
parents (especially the unexpected costs). Hos- 
pitals have a great deal to learn in the field of 
public relations. Parents should be factual in 
preparing children for entrance into hospital. 
Fairy tales are deceitful, ruin confidence and 
may be disastrous. 

The third and fourth provisions, except in 
exceptional circumstances, are rarely necessary 
and usually quite impractical. Few women in 
our society are prepared to sleep on the floor, 
under the child’s bed, as is the custom in Africa! 
Nor can they afford the increased cost necessary 
for their accommodation, as well as providing 
for paid help to look after the family during 
their absence. One should not forget that the 
cost of hospitalization for the patient is in addi- 
tion to the above and is not inconsiderable. 


If some numbers of our children admitted to 
hospitals were made psychological invalids for 
lack of maternal accommodation in hospital, 
cost would be no consideration, but evidence is 
lacking that serious or permanent psychological 
disturbance occurs. One might also ask what of 
the psychological trauma to the children at 
home who have been deserted by their mother. 
The child in hospital is placed in the care of 
trained and intelligent personnel. The children 
at home may frequently be left in the hands of 
untrained and totally incompetent individuals. 

Finally, it must not be forgotten that the 
psyche of the child heals as rapidly and com- 
pletely as his body. For the sake of physical 
health, minor psychological scars may have to 
be sustained. 

One would have liked to see item five re- 
written as follows. All procedures, painful or 
otherwise, necessary to physical recovery should 


~ 
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be undertaken with kindly consideration and 
dispatch. Unnecessary timidity in carrying out 
procedures may delay physical recovery and en- 
hance the probability of causing psychological 
distress. All children, if considerately managed, 
can be made to appreciate the need for treat- 
— to speed their recovery and get them 
ome. 


In regard to item six, it should be pointed out 
that the principle of the same doctor and nurse 
attending the patient throughout his illness is an 
excellent one. The primary reason, however, is 
surely that they are more likely to combine 
knowledge with continuity of treatment, and 
thus hasten his recovery. The patient was not 
admitted to hospital to preserve his sense of 
security but to be cured of a physical ailment. 


The three final paragraphs can be heartily 
endorsed. A.L.C. 





PANTOTHENIC ACID DEFICIENCY 


Pantothenic acid is a member of the vitamin 
B complex whose relation to human nutrition has 
hitherto not been clear. It had an undeserved 
vogue a few years ago as a cure for grey hair, 
and its deficiency has in the past been held re- 
sponsible for the “burning feet” syndrome. Bean 
and his colleagues (J. Clin. Invest., 34: 1078, 
1955) from Iowa now describe the production 
of acute and severe pantothenic acid deficiency 
in three human volunteers by the feeding of 
omega-methylpantothenic acid as a metabolic 
antagonist. All three volunteers became severely 
ill, both mentally and physically. The chief 
features of the illness were: (1) Neurological. 
The subjects were greatly troubled by pares- 
thesize, further confirmation of the relation to the 
“burning feet” syndrome of Japanese and Spanish 
prison camps. Hyperactive tendon reflexes, foot 
drop and steppage gait developed (this gait is 
also a sign of pantothenic acid deficiency in pigs). 
(2) Neurocirculatory. Orthostatic instability, dizzy 
spells, fall in blood pressure and lability of pulse 
rate were all noted. (3) Gastric: Gastric secre- 
tion was greatly depressed. (4) Repeated infec- 
tion was a constant concomitant. 


Symptoms and signs did not clear at once when 
pantothenic acid was added in 4 g. doses daily, 
but yielded to withdrawal of the antagonist plus 
a full diet. A number of biochemical changes 
were noted during the experiment, including 
some suggestion of interference with adrenal 
cortical function, Further studies, particularly of 
the adrenocortical relationship, are promised. 
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THE SECOND CANADIAN 
NUTRITION CONFERENCE 


THE SECOND Canadian Nutrition Conference was 
held in Ottawa on July 4-8. Programme and 
other arrangements were in the hands of Dr. 
L. B. Pett and the staff of the Nutrition Division 
of the Department of National Health and 
Welfare. About 200 persons from provincial and 
municipal governments, from universities and 
from industries were welcomed by the Minister 
of National Health and Welfare. Mr. Martin 
stressed the extent of national contributions in 
public health grants. He also remarked that 


most efforts in health education were dull, un- ~ 


interesting to the public, and could be improved 
by using the procedures of a well-known radio 
entertainer. 


Modern trends in medical nutrition were dis- 
cussed by Dr. J. A. F. Stevenson of the Uni- 
versity of Western Ontario. Perhaps the most 
widespread dietary deficiency in the world is 
that of protein. Protein deficiency is unlikely to 
be seen in Canada except in older persons, sub- 
sisting on tea and toast. The most common 
nutritional abnormality in Canada is obesity, 
caused by excess intake of calories leading to 
fat deposition. Dr. Stevenson stressed the prob- 
lem of diagnosis of obesity on a weight basis 
without reference to body build and suggested 
the use of skin calipers developed by Keys of 
the University of Minnesota. These calipers, by 
measuring skin folds, make possible an assess- 
ment of the amount of subcutaneous fat. While 
the treatment of obesity consists mainly of a re- 
striction in calories, a moderate increase in 
activity may be desirable. 


Dr. L. A. Maynard of Cornell University 
pointed out that large surpluses of food have 
been made possible in the U.S.A. and in Canada 
by marked improvements in agricultural 
methods. These surpluses, and a high level of 
prosperity, have brought changes in food habits. 
The most marked alteration has been an increase 
in the proportion of calories derived from fat. 
The standardization of milk in terms of fat con- 
tent has caused undue emphasis on the produc- 
tion and sale of high-fat milk. Evidence relating 
atherosclerosis to high-fat intakes may lead to 
advice to the public to restrict the use of fat. 
Addition of chemicals to foods could be justified 
if there resulted a needed nutritional improve- 
ment and if the chemicals were non-toxic. 

The relation of dietary fat to atherosclerosis 
was also discussed by Dr. J. M. R. Beveridge of 
Queen’s University. Atherosclerosis, an im- 
portant cause of death in Canada, is apparently 
due to a disturbance in fat metabolism. It is not 
an inevitable accompaniment of old age. Present 
evidence indicates that dietary cholesterol is not 
related to plasma cholesterol. Dietary neutral 
fat, both in quantity and in kind, does seem to 
be a factor and Dr. Beveridge presented new 
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evidence from a study on human volunteers. 
With a constant calorie intake, and with a con- 
stant proportion of dietary fat, it was found that 
the kind of fat had a marked effect on the levels 
of plasma lipids. Animal fats caused a greater 
increase in plasma lipids than did vegetable fats, 
and, of the animal fats tested, butter was the 
worst. In the discussion period Dr. Beveridge 
made clear that the evidence did not warrant, 
at present, educational efforts to discourage the 
use of butter and of other animal fats. 

In reviewing present knowledge regarding 
calcium, phosphorus and vitamin D, Dr. Mc- 
Henry of the University of Toronto pointed out 
that Canadian recommendations for calcium re- 
quirements are liberal and can be met easily 
by the proper use of milk and cheese. Over- 
emphasis on milk may cause young children to 
receive inadequate amounts of other foods. 
Studies on nutritional conditions of elementary 
school children have shown the need for stress- 
ing a supply of vitamin D. 

The conference was divided into a number 
of groups for discussion of various aspects of 
nutrition. For physicians, the most important of 
these discussions was the one on nutrition in 
pregnancy and the leader of the discussion was 
Dr. Jean F. Webb, Director of the Maternal 
and Child Health Division of the Department 
of National Health and Welfare. In opening the 
discussion, Dr. Webb pointed out that the 1953 
rate for maternal mortality in Canada was 0.8 
per 1,000 live births and that toxzemia was the 
most important single cause of death. For the 
same year, the neonatal mortality rate was 21 
per 1,000 live births (11th in the world) and pre- 
maturity was a primary or contributory cause in 
50% of the neonatal deaths. While the findings 
of all investigations on nutrition in pregnancy 
have not been in agreement, the cumulative evi- 
dence shows that there is a relationship between 
the nutrition of the mother, complications of 
pregnancy and the condition and development 
of the infant at birth. It was pointed out that the 
obese mother runs a greater risk of toxeemia than 
the patient of normal weight and the markedly 
underweight woman may show a greater risk of 
toxzemia and of bearing a premature and fragile 
infant. There was extensive discussion of ma- 
ternal weight and weight gain, having in mind 
the tendency of many physicians to advise a 
restricted diet for all expectant mothers. The fol- 
lowing statement was approved unanimously as 
giving the conclusion of the discussion: 


“Body weight at the onset of pregnancy should 
be considered along with other factors in recom- 
mending the caloric value of the food intake of 
an expectant mother, If the mother is of normal 
weight, a physiological gain of 20-25 pounds can 
be expected. Present evidence suggests that a 
woman who is definitely underweight at the onset 
of pregnancy would be benefited by a gain in 
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weight. There is clear evidence that a restriction 
in caloric intake is advisable for an overweight 
mother.” 

It was the general feeling that a main source, 
and certainly the first source, of nutritional advice 
for the pregnant woman should be her physician. 
However, nutritional advice was often limited to 
a restriction of food intake and to a prescription 
for vitamin and mineral preparations which 
would be unnecessary if Canada’s Food Rules 
were used as the basis of the advice. In several 
provinces in which the pamphlet, Good Food for 
Expectant Mothers, had been supplied to physi- 
cians, there had been a response which indicated 
that physicians used the information when it was 
brought to their attention. 

Among other topics considered at the confer- 
ence were: nutritional aspects of civil defence, 
chemical additives to foods, current trends in 
hospital diets, the training of nutritionists, and 
methods of providing effective education for the 
public, The conference was characterized by an 
optimism stemming from progress in nutrition in 
Canada during the past twenty-five years and a 
growing realization of the importance of nutri- 
tion as a factor influencing health, The proceed- 
ings of the conference showed clearly the changes 
in emphasis which have taken place in Canada 
and in the United States during the past ten 
years. The former emphasis on deficiencies has 
given way to attention to excess nutrition, par- 
ticularly with respect to calories and to fat intake. 
It is to be hoped that the swing of the pendulum 
is not too great. E. W. McHENRy 





GENERAL PRACTICE 


DR. PICKLES AT ANNUAL 


MEETING 
gdICIN, THe Co.iecE of General 
>” €o, Practice was delighted to have 
2 cir %. that grand old man of British 
© § general practice, Dr. William 
4 % me ® Pickles of Aysgarth, York- 
2) % °° SY shire, present at their Annual 


Oo 


rw Meeting on Tuesday, June 22. 
“Wave® Invited to address the College. 
Dr. Pickles said: 
“Last year at the inauguration of this College 
I was with you in spirit: I was even with you 
in voice, but little did I think that this year I 
should have the great happiness of being with 
you in the flesh. May I say most emphatically 
how stimulating I am finding it all and what a 
privilege it is to have daily contacts with you. 
We find ourselves in agreement to a remarkable 
extent; your difficulties are our difficulties and 
your aims our aims. 
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“As you know, general practice in Britain has 
in recent years experienced a complete revolution 
and our ship might easily have foundered in the 
turbulent seas which were found to follow this 
revolution. That is why the establishment of our 
College at this juncture is so important, so vital 
and so opportune, but we have at home what I 
find here, a wonderful spirit of optimism and 
belief in the future, and a determination to regain 
much that we have lost and to bring into being 
something that we never have had. 

“I do not think that this is the occasion to enter 
into great detail, but I do think you would like 
me to bring to your notice that we, like your- 
selves, are striving to be in a position to give 
advice and have our advice followed in the 
training of the undergraduate and the training 
of the postgraduate. In time it is felt that teach- 
ing bodies will welcome us to their wards and 
classrooms and look upon our contribution as an 
essential part of the curriculum. 

“I think you would like me to tell you how 
we are tackling the problem of research in gen- 
eral practice in our College; I believe that we 
have a very strong research committee. We do 
not wish to interfere with individualism in re- 
search, There are certain men, lone wolves, who 
could never be drawn into the pack and will do 
their work best as individuals but there are 
others who want and welcome direction. Actually 
we have now seven hundred doctors on our re- 
search register. The plan we follow is rather like 
one which the British Ornithological Society has 
long followed. That society gives its members a 
“bird of the year”—it.may be a tree pipit; it may 
be a curlew; it may be that outcast among birds 
the cuckoo, but all the members concentrate on 
the habits of this one bird during the period and 
their pooled information invariably clarifies the 
situation. 

“Now our committee is very much in its 
infancy but we are doing precisely the same 
thing. We give the members of this register some 
particular problem, shall we say a little-studied 
epidemic disease. This year it was an unpleasant 
but not very serious one, epidemic nausea and 
vomiting, and these members were endeavouring 
to get at its origin and mode of spread. Facts on 
epidemics of this sort are not within the purview 
of anyone but the general practitioner, How 
many times does the specialist see, say, Born- 
holm disease, compared with the general practi- 
tioner? Who should be in a better position to 
diagnose it? 

“The problems are legion. ‘Chance favours the 
mind that is prepared, so wrote Pasteur. Let us 
see to it that our minds are thus prepared. 

“May I end by saying what I did by record 


last year, ‘God bless you and God speed you in 
your undertakings’.” 
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Association Notes 


MEETING OF THE INCOMING 
EXECUTIVE COMMITTEE 


THE INcomMinG Executive Committee held its 
first meeting in the Royal York Hotel, Toronto, 
on June 21. The following members were pres- 
ent: Doctors Norman H. Gosse, T, C. Routley, 
G. F. Strong, J. R. Lemieux, E. S. Mills, S. S. B. 
Gilder, F. A. Turnbull, R. M. Parsons, F. E. 


Werthenbach, R. W. Richardson, R. M. Mitchell,” 


M. O. Klotz, J. C. C. Dawson, G. W. Halpenny, 
W. deM. Scriver, C. L. Gass, A. G. MacLeod, 
W. J. P. MacMillan, J. A. Walsh, A. D. Kelly 
and A. F. W. Peart. Dr, Gosse was elected chair- 
man of the Executive Committee. 

The Committee on Committees submitted the 
following recommendations for chairmen and 
members of standing committees: 


Carleton B. Peirce, 


Léon Gérin-Lajoie, 


Committee on Cancer: Dr. 
Montreal. 

Committee on By-Laws: Dr. 
Montreal. 

Committee on Economics: Dr. R. W. Richardson, 
Winnipeg. 

Committee on Accreditation of Hospitals (and C.M.A. 
representatives on the Canadian Commission on Hos- 
pital Accreditation): Dr. E. K. Lyon, Leamington 
(chairman); Dr. A. M. Goodwin, Winnipeg; Dr. N. W. 
Philpott, Montreal; Dr. D. A. Thompson, Bathurst. 

Committee on Legislation: Dr. T. L. Fisher, Ottawa. 

Committee on Medical Education: Dr. M. M. Weaver, 
Vancouver. 

Committee on Pharmacy: Dr. J. K. W. Ferguson, 
Toronto. 

Committee (Central) on Programmes: Dr. R. F. 
Farquharson, Toronto. 

Committee on Rehabilitation: Dr. A. T. Jousse, 
Toronto. 

Committee on Public Health: Dr. G. R. F. Elliott, 
Vancouver. 

Committee on Ethics: Dr. Wallace Wilson, Vancouver. 

Committee on Approval of Hospitals for the Training 
of Interns: Dr. J. G. Turner, Montreal. 

Committee on Approval of Schools for Laboratory 
Technologists: Dr. J. W. MacGregor, Edmonton. 

Committee on Awards, Scholarships and Lectures: 
Dr. D. Sclater Lewis, Montreal. 

Advisory Committee to the Department of National 
Health and Welfare (with power to add): Dr. Norman 
H. Gosse, Halifax (chairman); Dr. Lloyd Brown, Re- 
gina; Dr. A. D. Kelly, Toronto; Dr. M. O. Klotz, Ottawa; 
Dr. J. R. Lemieux, Quebec; Dr. E. S. Mills, Montreal; 
Dr. R. W. Richardson, Winnipeg; Dr. T. C. Routley, 
Toronto; Dr. M. A. R. Young, Lamont; Dr. F. A. Turn- 
bull, Vancouver. 


In accordance with the recommendations of 
the Committee on Public Health concurred in by 
the General Council, it was decided to discon- 
tinue the four subcommittees on Maternal Wel- 
fare, Industrial Medicine, Mental Hygiene, and 
Nutrition as subordinate committees to the Com- 
mittee on Public Health. After a discussion as to 
whether the fields of study justified the formation 
of Standing Committees, it was decided: ,(a) to 
establish a Standing Committee on Maternal 
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Welfare (chairman—Dr. Thomas Primrose, Mont- 
real); (b) to establish a Standing Committee on 
Industrial Medicine (chairman—Dr, Harvey 
Cruickshank, Montreal); (c) to establish a Stand- 
ing Committee on Nutrition (chairman—Dr. J. 
F. McCreary, Vancouver); (d) to discontinue 
the Committee on Mental Hygiene and ask the 
Canadian Psychiatric Association to keep the 
C.M.A. informed of developments through its 
representative on the General Council. 

It was decided that a Standing Committee on 
Archives should be set up to maintain a record 
of the activities of the Association and a file of 
biographical material on the members, Dr, H. E. 
MacDermot was named chairman, with Dr. 
Duncan Graham as alternate. 

Dr. Strong recommended that a Special Com- 
mittee on Traffic Accidents be set up which 
might report to General Council and then become 
a Standing Committee. He referred to the recent 
conference on medical aspects of traffic accidents, 
held in Montreal on May 4 and 5 under the 
auspices of the C.M.A.’s Quebec Division and La 
Société Médicale. Dr. Harold Elliott of Montreal 
was asked to act as chairman, appointing his own 
nucleus and with representatives from each 
Division, [A central committee, representing the 
teaching hospitals and the medical societies in 
the Montreal area, has since been appointed. 
The members are: Dr. Claude Bertrand, Dr. C. 
Cameron, Dr. E. V. Crutchlow, Dr. Campbell 
Gardner, Dr. G. W. Halpenny, Dr. H. S. Morton 
and Dr. C. A. Peters. The work of the committee 
will be to implement the ideas which originated 
in the May conference, and it is suggested that 
the committee should cooperate with the Cana- 
dian Bar Association in drawing up a Highway 
Code similar to that used in Great Britain. The 
chairmen of the Provincial Divisions of the 
C.M.A. have been asked to set up provisional 
committees. | 

The Committee on Public Relations was made 
a Standing Committee. 

The next meeting of the Executive Committee 
= held in Toronto on November 11 and 12, 


MEDICAL SOCIETIES 


CANADIAN RHEUMATISM 
ASSOCIATION 


The following executive was elected at the Annual 
Meeting to serve the Canadian Rheumatism Association 
for the term from June 1955 to June 1956. Past 
President: Dr. Donald C. Graham, 240 St. George 
Street, Toronto 5, Ontario. President: Dr. H. Garfield 
Kelly, Kingston General Hospital, Kingston, Ontario. 
First Vice-president: Dr. F. W. Hurlburt, 3195 Granville 
Street, Vancouver 9, British Columbia.. Second Vice- 
president: Dr. J. F. L. Woodbury, 324 Spring Garden 
Road, Halifax, Nova Scotia. Representing Council: Dr. 
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Louis G. Johnson, Royal Victoria Hospital, Montreal, 
Quebec; Dr. Roland Dussault, 847 Cherrier Street, Mont- 
real 24, Quebec. 





' NIAGARA FALLS MEDICAL 
SOCIETY 


The Niagara Falls Medical Society will hold its annual 
Clinic Day at Niagara Falls, Ontario, at the Sheraton- 
Brock Hotel on Saturday, September 10, 1955. The 
Society again cordially invités all members of the pro- 
fession to attend this outstanding Clinic Day. 





CANADIAN ASSOCIATION OF 
PHYSICAL MEDICINE AND 
REHABILITATION 


The Third Annual Meeting of the Canadian Associa- 
tion of Physical Medicine and Rehabilitation was held 
in Montreal, at the University of Montreal, on June 25 
and 26. There was an attendance of about 90% of all 
those qualified in physical medicine and rehabilitation, 
as well as a number of doctors in training for this 
specialty, with representation from the provinces of 
British Columbia, New Brunswick, Prince Edward 
Island and Newfoundland. 


At the opening session on Saturday morning, June 
25, Raymond Larichelliére discussed body mechanics 
and unequal length of lower extremities; Claude Ber- 
trand, ansotomy in the treatment of Parkinsonism; and 
Guy H. Fisk, gait limitation in the knee joint. Five 
papers were presented at the afternoon session: Braces, 
crutches and children—M. H. L. Desmarais; The re- 
habilitation programme of the Saskatchewan Depart- 
ment of Public Health—A. Kanaar; The emotional and 
social aspects of disablement—E. D. Wittkower; Pul- 
monary ventilation in physical medicine—Harold T. 
Davenport; Some minor athletic injuries of the lower 
extremities—T. H. Coffey. 

At the Annual General Meeting, held on Sunday 
morning, the following executive was elected: President, 
Guy H. Fisk; Vice-president, T. H. Coffey; Secretary, 
Gustave Gingras; Treasurer, M. Mongeau. 

At the afternoon session there were papers by A. H. 
Shears on source of disability in os calcis fractures; by 
J. R. Fowler on experience in the treatment of hand 
disabilities; by R. A. Hicks on back traction in the 
treatment of I.V. disc protrusion; by John S. Crawford 
on treatment of lower motor neuron facial paralysis; and 
by Joseph Berkeley on physical medicine in a chronic 
disease and geriatric hospital. 


At the banquet on Sunday, provided by the City of 
Montreal at the Chalet on St. Helen’s Island, the guest 
speaker was Dr. Ludwig Guttman, director of the 
National Spinal Injuries Centre, Stoke Mandeville Hos- 
pital, Aylesbury, Bucks., England. Dr. Guttman dealt 
specifically with the development of the successful 
treatment of paraplegic patients in Britain after the war. 

The next Annual Meeting of the Association will be 
held in June 1956 in London, Ontario. 
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CANADIAN MEDICAL 
PROTECTIVE ASSOCIATION 


The Annual Meeting of the Canadian Medical Pro- 
tective Association was held in Toronto on June 22, 
1955, at 10.30 a.m. in the Royal York Hotel. 

The President, Dr. J. F. Argue, was in the chair and 
there were sixty-three members present. The minutes 
of the annual meeting of 1954 were read and adopted. 
Report of the Council of the Association was read and 
in it regret was expressed at the death of Dr. J. D. 
Courtenay, who was one of the founders of the Associa- 
tion. After the report of the General Counsel and the 
Auditor’s report and financial statement, the present 
officers of the Association were re-elected for the forth- 
coming year. The Provincial Executives were re-elected 
with the addition of Dr. C. A. Gauthier of Quebec 
City to the Quebec Provincial Executive and Dr. W. 
Elliott Keith of Windsor to the Ontario Provincial Exec- 
utive. It was also moved and carried that a Newfound- 
land Provincial Executive be formed. 

Following the business of the meeting an address was 
given by Mr. Ronald C. Merriam of the firm of Gowling. 
MacTavish, Osborne & Henderson, our General Counsel, 
entitled “The Conduct of the Typical Malpractice 
Action.” Following this interesting and informative 
address the meeting was adjourned. 





CANADIAN DERMATOLOGICAL 
ASSOCIATION 


The ninth annual meeting of the Canadian Dermato- 
logical Association~was held in Toronto on June 23, and 
at the Sheraton-Brock Hotel in Niagara Falls on June 
24 and 25. Forty-seven members and 16 guests were 
present. Our distinguished guests included Dr. R. M. 
B. McKenna, Dr. G. B. Mitchell-Heggs, Dr. D. I. 
Williams, Dr. H. C. G. Semon and Dr. Sherry Dod- 
deridge of London, England, and Dr. R. Mason Bolam 
of Newcastle-upon-Tyne. A clinical session was held in 
the Toronto General Hospital on June 23 and the fol- 
lowing papers were read at Niagara Falls: 

1. The President’s Address—Dr. Norman M. Wrong, 
Toronto. 

2. Trichostasis Spinulosa—Dr. John Daly, Burlington, 
Vermont. 

8. Some Speculations (Sympathy and Homology)— 
Dr. R. M. B. McKenna, London, England. 

4. Incontinentia Pigmenti — Dr. Stewart Rogers, 
Toronto. 

5. Skin Manifestations of Multiple Myeloma—Dr. H. 
E. Witkov, Montreal. 

6. Influence of the Circulation of the Hands on Par- 
onychia and Dermatitis Venenata—Dr. G. B. Mitchell- 
Heggs, London, England. 

7. Experiences with Plastic Planing Procedure—Dr. 
Allen A. Small, Toronto. 

8. Epidermolysis Bullosa of the Newborn—Dr. Mark 
Rosset, Toronto. 

. Kaposi’s Disease (case report )—Dr. S. E. Gaumond 
and J. Grandbois, Quebec. 

10. Prognosis of Eczema—Dr. D. I. Williams, London, 
England. 

11. Experimental Studies in the Effect of Topically 
Applied Steroid Hormones—Dr. Allen Scott and F. Kalz, 
Montreal. 

.. 12. Papular Urticaria—Dr. R. Mason Bolam, Newcastle- 
upon-Tyne, England. 

13. Report of Two Cases of Vanicelliform Eruption— 
Dr. G. B. Sexton, London, England. 

_ 14. Demonstration of the L.E. Cell—Kodachrome and 
Movies—Dr. M. Ogryzlo, Toronto. 


808 MISCELLANY 


The following officers were elected for 1955-56: 
President, Dr. J. P. Grandbois, Quebec. Vice-President, 
Dr. A. K. Roy, Regina, Sask. Secretary, Dr. A. R. Birt, 
Winnipeg. Regional Secretary, Dr. R. Therrien, Quebec. 
Historian-Archivist, Dr. R. Forsey, Montreal. 


CANADIAN OPHTHALMOLOGICAL 
SOCIETY 
At the recent 18th Annual Meeting of the Canadian 


Ophthalmological Society the following officers were 
elected: President, Dr. Henri Pichette, Quebec, Que.; 


Vice-President, Dr. John McLean, Vancouver, B.C.;- 


Secretary, Dr. R. G. C. Kelly, Toronto; Treasurer, Dr. 
Benjamin Alexander, Montreal; Editor-in-Chief of the 
Transactions, Dr. Clement McCulloch, Toronto; New 
member of Council, Dr. J. A. R. Charbonneau, 
Montreal. 


MISCELLANY 


A MEDICAL STUDENT LOOKS 
AT BLUE SHIELD 


The following is part of the prize-winning Blue 
Shield Essay, by Wilbur C, Pickett, Jr., of the 
University of Maryland, Baltimore. 


A most significant development in the attitude of the 
medical profession toward the problem of medical costs 
occurred in September 1938 when the House of Dele- 
gates of the American Medical Association endorsed the 
principle of voluntary health insurance. This endorse- 
ment was the first of its nature. It occurred during a 
special session of the American Medical Association. It set 
the stage for a voluntary health programme that has been 
called the greatest co-operative health effort in world 
history and it occurred at a time when the power of the 
profession to contro] the economic pattern of medical 
practice was being seriously camel. 

The first physician-sponsored prepayment plan to fol- 
low the 1938 American Medical Association endorse- 
ment of voluntary insurance was established by the 
California Medical Association on a non-profit basis in 
1939. The Michigan State Medical Society followed the 
California group with a similar plan in 1940 and 
shortly afterwards other state and county medical 
societies adopted similar prepayment plans and what has 
subsequently become known as the Blue Shield Plan was 
under way. The Plan represents an association of volun- 
tary non-profit medically sponsored, medical care pre- 
payment plans. The tremendous expansion of Blue Shield 
is reflected in the fact that in 1941 there were eight 
Blue Shield Plans with a total of 370,000 members 
whereas by the end of 1953 there were 77 plans with 
28,150,000 members. Today Blue Shield plans write about 
33% of the surgical insurance and 47% of the medical 
coverage; commercial plans account for 60% of the 
surgical insurance and 39% of the medical care insurance. 

The basic concept is that of insurance, which involves 
what Sir Winston Churchill has called “the magic of 
averages applied to the salvation of the multitude.” It is 
but natural and logical that any expansion of this prin- 
ciple should be applied to protect the individual against 
the loss of capital or credit or both as a result of illness. 
The conditions of its application, however, require much 
thought. 
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The problem of how best to utilize the principle is 
essentially one for resolution by the aioe yediuiahinn 
because, despite the intrusion of social and economic 
considerations of a non-medical nature, the only com- 
prehensive knowledge of the factors of controlling sig- 
nificance in any feasible plan is possessed by the medical 
ing oe Quite obviously no other profession or group 
as had comparable experience with illness, its causes, 
costs, cures, and effects. The whole interplay of human 
relationships in respect to illness—actual, feigned, or 
anticipatory—is under the constant observation of the 
medical profession to a degree not even approximated by 
any other y of men, 

It is for this reason, chiefly, that the medical profession 
—almost as a unit in this country—has rejected the con- 
cept of governmental responsibility for individual medical 
costs. The concurrence of other professions and groups, 
fortified by the adverse experience of those nations which 
have tried it, supports the view of the medical profession 
in this country that the occasional advantage to an 
individual of socialized medicine is much more than 
offset by its individual and group disadvantages. 

Medical men, because of their awareness of the prob- 
lem of the potentially adverse effect of medical costs to 
the individual and their clear and full realization of the 
total non-desirability of socialized medicine as an 
attempted solution of the problem, are morally obligated 
to use all of the resources of the profession to see that 
acceptable methods of dealing with the entire problem 
are successful in the widest possible area and the highest 
possible degree. 

One of the areas yet to be explored fully relates to the 
fixing of the point at which the advantages of early 
diagnosis as the result of examinations induced by in- 
surance—which would not be made otherwise—may be 
offset by excessive or unwarranted demands for medical 
attention induced by the same factor. An insurance plan 
or contract can not change human nature and there will 
always be individuals who are perverse as well as those 
who are merely unfortunate, but fortunately the prin- 
ciple of insurance rests on the laws of probability with 
respect to a group rather than the individuals com- 
prising it. Thus it may be possible through safeguards 
yet to be devised to embrace the risks deriving from 
defects of character or judgment in the process of in- 
suring against the costs of illness and minimizing its 
incidence. After all, bonding companies do survive. 
Certainly in any event it will be possible ultimately to 
determine with reasonable accuracy the point at which 
insurance ceases to be feasible. 

The vast increase in recent years in the total volume 
of insurance for the prepayment of medical and hospital 
costs has been a most significant and desirable social 
development. Undoubtedly it has lessened the demand 
that would otherwise have existed for solution of the 
problem by political means. There can be no doubt 
either that the medical profession through its sponsorship 
of various Blue Shield plans has contributed enormous! 
to the accomplishment of what has been done, bot 
directly and indirectly. And it may be that the contribu- 
tion made indirectly by forcing competitive plans of 
other sponsorship to provide aie: coverage and more 
liberal protection will prove in the long run to have 
been the more important effect. 


ERRATUM 


It is regretted that in our issue of July 15, on page 
145, the caption to the photograph of Sir Henry Dale 
stated that the presentation was made by Mr. W. A. 
Leslie. Actually the presentation was made by Mr. C. H. 
Wilkins, Managing Director of British Drug Houses 
(Canada) Ltd., whose photograph appears. 
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CORRESPONDENCE 


HYDROCORTISONE AND 
HYDROCORTISONE ACETATE 


To the Editor: 


I read with interest a fine editorial in the June 15 
issue of your Journal entitled “The Topical Use of 
Hydrocortisone and Hydrocortisone Acetate.” 

In the summary of this article the cost of one ounce 
of the 1% concentration is shown as $12.00. This is an 
error, as the retail price for a 20 gm. tube (2/3 of an 
omee) of our hydrocortisone ointment 1% (Cortef) is 


I am bringing this to your attention, as I feel that 
you will wish your members to have an absolutely 
accurate picture regarding such a valuable drug. 

L. J. HaAskertr, 
The Upjohn Company of Canada. 
Toronto 6, Ont., 
July 6, 1955. 





FOOTWEAR AND COMFORT 


To the Editor: 


I was quite interested to read Dr. Knowles’ comment 
on “Footwear and Comfort” in the Journal of July 1. 
I am afraid that anyone who thinks the omnes, ladies 
of today will ever wear a sensible shoe is labouring 
under a vast delusion. I doubt if any manufacturer of 
shoes will ever be persuaded to make a shoe approach- 
ing “sensible.” In 1913 I bought a pair of “Ground 
Grippers” (made somewhere in U.S.A.) and they were 
extremely comfortable. I wore them in London during 
my months of study there, and some thought my feet 
must be deformed. I am sure the maker of the shoes 
is out of business long ago, as the shoe did not become 


popular. 
H. A. Gipson, M.D., F.R.C.S.[C.] 
120 Medical Arts Bldg., 


Calgary, Alta., 
July 12, 1955. 





DOCTORS IN COURT 


To the Editor: 


I enjoyed Dr. Humphry Osmond’s article, “The Doctor 
in Court,” in the July 1 issue of the Journal. The advice 
was sound, though possibly practitioners may prepare 

emselves in a more relaxed manner than he envisaged. 

In Nova Scotia the Medical and Legal Societies have 
recently formed a Medico-Legal Committee. We hope 
this will reduce fears and perplexities of members of 
both professions. 

In these days one of the chief reasons lawyers consult 
doctors is to get reports arising from injuries suffered 
through automobile accidents. Many doctors fear a court 
appearance, though, at least in this area, a very small 
percentage of cases end there. Some doctors, conjuring 
up this fitful dream tend to shy away from making any 
but the most cursory reports, to the disadvantage of the 
patient. ; 

A greater knowledge of the mechanics of each other’s 
duties will undoubtedly redound to the advantage of 
both. L. A. Krrz 

Messrs, Kitz and Matheson, Barristers, 
Halifax, Nova Scotia, 
July 20, 1955. 
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ABSTRACTS from current literature 


MEDICINE 
Experience with Pyrazinamide. 


Porter, B. P. aNp Cuane, S. F.: Dis. CHEst., 
27: 44, 1955. 


Pyrazinamide, a nicotinic acid derivative, is related 
chemically to isoniazid, and numerous clinical investiga- 
tions have established that it is an antituberculous agent 
of a rather high degree of potency. 

Most workers have reported a high incidence of 
hepatitis accompanying the use of this preparation. The 
authors now report a study, extending from March 1952 
to Febru 1953, in which selected patients were 
treated with a pyrazinamide preparation, in doses of 
3 gm. daily, either alone or in combination with strepto- 
mycin or PAS. 

In all, 60 patients were treated with pyrazinamide; of 
these, 27 received this drug alone and the remainder in 
combination with streptomycin or PAS. Retrogressive 
roentgenographic changes were observed in only 13 
patients (21.6%); but symptomatic improvement was 
more frequent and more marked. Conversion of positive 
sputum took place in only 11 patients (18.3%). Roent- 
genographic improvement depended more on the dura- 
tion of the disease than on its extent, and occurred more 
frequently with pyrazinamide and streptomycin, used 
together, than with the former alone. 

Major toxic manifestations included hepatitis. Among 
the 60 patients treated, there were 8 cases of hepatitis 
with one death. Pyrazinamide also apparently pre- 
disposes tuberculous patients to fatal hemoptysis. There 
were seven cases of fatal hemoptysis in this study. 
Previous investigations have not reported this complica- 
tion in anything Tike so high a degree. 

In view of the prevalent toxicity of pyrazinamide, the 
writers believe that its use should be strongly dis- 
couraged. S. J. SHANE 


Embolectomy from Arteries of the 
Lower Limbs. 


LreonarD, F. C.: New ENGLAND J. MED., 
251: 595, 1954. 


The clinical diagnosis of arterial embolism of the lower 
limbs is not difficult; sudden pain, followed by parzs- 
thesiz, coldness, early paralysis of the affected limb 
and absence of palpable arterial pulsation distal to the 
involved arterial bifurcation, forms a readily recognized 
condition usually demanding radical intervention re- 
gardless of the clinical condition of the patient. The 
source of embolism may not be readily evident. In this 
group of 13 cases, operated upon over a period of four 
years, the major source of emboli was arteriosclerotic 
heart disease (eight patients); the remainder occurred 
with rheumatic heart aise 

While embolectomy should be performed within eight 
hours of the occurrence of embolization, it should not 
be withheld from patients seen after a longer interval, 
even though results will be much poorer. Age is not a 
contraindication, for four of the present group were over 
70 years of age. Anesthetic risk is minimal, since 
embolectomy in the lower limbs can be carried out under 
local infiltration. 

Six of the 13 patients died. In three death was the 
result of pulmonary embolism, suggesting the probable 
value of routine femoral vein ligation as part of the 
operative procedure in these cases. Uremia and acute 
myocardial infarction each accounted for an additional 
death. In the only fatality not examined at autopsy death 
was attributed to cardiac failure. . 

NorMAN S. SKINNER 
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Mortality and Late Results of Infectious 
Hepatitis in Pregnant Women. 


Frucut, H. L..anp MeEtcatr, J.: NEw 
ENGLAND J. MEp., 251: 1094, 1954. 


Previous reports are cited by the authors indicating that 
infectious hepatitis has a higher mortality rate when 
associated with pregnancy. The records ot the Boston 
Lying-in Hospital were reviewed over an 18-year period, 
and 17 cases found typical of infectious hepatitis in the 
last trimester of pregnancy. Two patients died of the 
disease. Twelve ot the remainder were located and 11 
returned for investigation. Only two of these 11 were 
free of clinical and laboratory evidence of liver disease. 

This small series adds further evidence to the 
generally accepted view that infectious hepatitis carries 


a higher mortality rate and a greater tendency to the-- 


causation of chronic liver disease when it occurs during 
the last trimester. Malnutrition did not appear to be a 
factor in this series of cases, as it has been in others 
previously reported. NorMAN S. SKINNER 


Increased Cerebrospinal Fluid Pressure and 
Papillceedema in Malignant Hypertension. 


Taytor, R. D., Corcoran, A. C. AND PAGE, 
I. H.: Arcu. Int. MeEp., 93: 818, 1954. 


Some authors have considered that high diastolic blood 
pressure causes high intrathecal pressure and this in 
turn causes papilloedema; others have stated that there 
was not necessarily any correlation between hyper- 
tension and raised intracranial pressure. The present 
authors made more than 400 measurements of cerebro- 
spinal fluid pressure on 200 patients, of whom 100 had 
essential hypertension without papilleedema and 100 
showed malignant hypertension with papilloedema; they 
also estimated the Ayala index in 58 patients with papil- 
loedema and in 38 with normal fundi. From their results 
the authors conclude that there was a lack of correla- 
tion between the diastolic pressure and cerebrospinal 
fluid pressure among those patients with essential hyper- 
tension but without papilloedema; but in the group with 
papilleedema there was a significant statistical relation- 
ship to the cerebrospinal fluid pressure, although the 
“degree of association is much less than would be ex- 
pected if the cerebrospinal fluid pressure and arterial 
pressure were causally related.” There was only a loose 
association between papilloeedema and the increased 
cerebrospinal fluid pressure, and a marked inconstancy 
of intracranial fluid pressure taken at intervals of two 
to three days in the same patient. The authors consider 
that the Ayala index is a relative measure of intracranial 
tissue volume; when the cerebrospinal fluid pressure is 
high, a low index indicates increased brain volume, and 
a high index indicates the presence of increased volume 
of cerebrospinal fluid. Three patients with papillcedema, 
who had low Ayala indices, had cerebrospinal fluid 
pressure of more than 300 mm. of water (the cerebro- 
spinal fluid protein level was also raised); and these 

ree patients died of cerebral hemorrhage within 48 
hours of the examination. The association of papilloedema, 
high cerebrospinal fluid pressure, a low Ayala index and 
increased cerebrospinal fluid protein content seems to 
warrant further investigation as to its prognostic 
significance. From the Ayala index the authors conclude 
that cerebral swelling is not a basic factor in the in- 
creased cerebrospinal fluid pressure and papilloedema in 
hypertensive disease. The diastolic pressure, the cerebro- 
spinal fluid pressure and papilloedema are three more or 
less independent manifestations of severe hypertensive 
vascular disease; papilledema as well as elevated 
cerebrospinal fluid pressure must be still regarded as 
examples of unexplained neuropathies associated with 
severe hypertension. Observations of the Ayala index in 
these patients suggest that the raised intracranial cerebro- 
spinal fluid pressure in hypertensive disease may result 
from distension of cerebral vessels. |W. F. T. TATLOW 
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SURGERY 


The Surgical Treatment of Carcinoma of the 
Hypopharynx. 


Raven, R. W.: Brrr. J. Surc., 42: 113, 1954. 


Squamous carcinoma of the region between the glosso- 
epiglottic fold and the pharyngo-cesophageal junction 
leads to very distressing symptoms: dyspnoea, dysphagia 
and stridor. Often the regional lymph nodes are involved 
and radiotherapy has failed. Such cases may be tremen- 
dously benefited by radical surgery. A series of 24 cases 
of carcinoma of the hypopharynx form the basis for 
this paper, describing the care and surgical technique 
involved in the removal of the larynx and pharynx and 
cervical oesophagus, and the reconstruction of the gullet. 
While long survivals after operations in such extensive 
carcinomas were not many, the longest survival period 
being 51 months after operation, no other treatment was 
possible and the patients were very grateful. Many are 
still alive and working. They do not learn to speak as 
well as after laryngectomy, but they swallow easily 
through their skin-tube reconstructions and are happy. 
The difficulties overcome by anesthetists, nurses, 
housemen and surgeons in caring for such patients are 

described. There was no operative mortality. 
Burns PLEWES 


Rectal Bleeding and Diverticulitis. 
FRAENKEL, G. J.: Brit. J. Surc., 41: 643, 1954. 


The statement is attributed to Corry that “if a middle- 
aged or elderly patient apparently in fair health, has a 
sudden, unexpected, and alarming profuse rectal 
hemorrhage of perhaps several pints, full investigation 
is likely to reveal diverticulosis of the colon and the 
bleeding is likely to stop.” The literature is quoted and 
cases cited to show this to be true. In such cases, three 
tests for occult blood will be negative a week or so after 
the hemorrhage. On the other hand, frequent loss of 
small amounts of blood is rare in diverticulitis. Though 
thorough investigation of such acute hemorrhage in the 
older patient should always ensue, there is no need for 
profound alarm and despondency. Burns PLEWES 


Sclerosing Heemangioma of the Breast. 
Wa ker, W. F.: Brit. J. Sunc., 41: 603, 1954. 


Sclerosing angioma is a pigmented tumour of the skin 
which closely resembles melanoma. When it occurs in 
the skin of the breast, the differential diagnosis is very 
difficult and important, for it is completely benign. It 
is quite rare. The pathology is discussed. A positive stain 
for iron differentiates it from melanoma. It is basically 
a tumour of blood vessels and bleeds easily. Local ex- 
cision is proper treatment. Burns PLEWES 


Cardiac Arrest During Anzsthesia and 
Surgery. 


West, J. P.: Ann. Surc., 140: 623, 1954. 


The cause of cardiac arrest during anzsthesia has been 
ascribed to hypoxia, vagal reflexes, hypercapnia, and 
overdosage of anesthetic agents. Evidence increases 
that it seldom occurs without decrease in oxygen 
saturation. 

An analysis of 30 cases of cardiac arrest in seven 
years at St. Luke’s Hospital showed that its incidence 
in good-risk patients can be reduced from about 1 in 
1,000 operations to 1 in 2,500. Nitrous oxide and espe- 
cially Pentothal (thiopentone) should be used with 
caution, Atropine or hyoscine should be used in pre- 
operative medication. Cyanosis should be prevented. 

Burns PLEWES 
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Embryology and Pathology of the 
Intestinal Tract: Presentation of Forty Cases 
of Malrotation. 


SnypER, W. H. Jr. AND CHaFFIN, L.: ANN. 
Surc., 140: 368, 1954. 


Between the 4th and 12th weeks of embryonic develop- 
ment, the intestine rotates about the superior mesenteric 
artery, The duodenojejunal loop rotates through 270 de- 
grees counter-clockwise, as does the ceecocolic loop. Mal- 
rotation is an arrest of this process with a failure of 
attachment of the mesentery to the posterior abdominal 
wall and the formation of adhesions, thus resulting in 
volvulus or extrinsic obstruction. This study emphasizes 
the importance in clinical cases of early diagnosis of 
high intestinal obstruction, the release of the volvulus 
and freeing of adhesions from both loops. It is also 
contended that, if possible, the jejunal loop should be 
freed and placed against the posterior abdominal wall 
to maintain a stabilized mesentery and prevent re- 
currence. 


Forty cases from the Los Angeles Children’s Hospital, 
1987 to 1952, are analyzed. They form 1% of the ab- 
dominal operations performed during that period. There 
were 26 males and 14 females, 2 premature infants, 3 
Czesarean sections, and 10 first children; 75% had an 
onset of symptoms during the lst week of life. Vomiting 
occurred in 100% and often there was bile in the 
vomitus, In half, the abdomen was soft and not dis- 
tended or tender. A scout film was helpful in 18 cases 
of high obstruction, and in showing predominance of 
right-sided small bowel in 11. Small barium swallows 
were sometimes useful. Barium enemas sometimes de- 
monstrated a left-sided cecum. Thirty-nine cases were 
operated on, the other patient being moribund on ad- 
mission. A volvulus of the entire mesentery was found 
in 19, of all but the cecum and ascending colon in 13; 
in all, the duodenum was obstructed by volvulus or 
duodenal bands. Complicating anomalies were also 
found: 2 duodenal atresia, 2 Meckel’s diverticulum, 1 
pyloric stenosis, omphaloccele and absent kidney. Fixa- 
tion of cecum is not advised. There were 9 deaths. 

Burns PLEWES 


Rupture of the Aortic Valve. 


LEONARD, J. J., HARvEy, W. P. AND HuFNAGEL, 
C. A.: NEw ENGLAND J. MEp., 252: 208, 1955. 


Rupture of the aortic valve may be the result of trauma, 
strain or bacterial infection. While such valves are 
usually the site of infection, atheroma or congenital 
anomaly, in some cases no such abnormality is evident 
at autopsy. Prognosis of rupture is grave, death usually 
occurring within a relatively short time. 

A detailed case report is presented of traumatic rup- 
ture of the aortic valve sustained by an apparently 
healthy male, aged 17, who was kicked in the chest by 
a horse. After detailed cardiac investigation, operation 
was performed and a plastic aortic valve placed in the 
descending aorta; 14 months later the patient was symp- 
tom-free and working as a truck driver although avoiding 
heavy lifting. NorMan S. SKINNER 


Methods of Blood Vessel Anastomosis by 
Means of Metal Clips. 


SAMUELS, P. B.: A. M. A. Arcu. Surc., 70: 
29, 1955. 


A technique of anastomosis with steel, handmade clips 
was developed in the Department of Experimental Surg- 
ery at McGill University. !t has been used with success 
in work on the aorta of dogs and found to be more 
rapid and to fulfil the requirements for good vascular 
anastomosis, Burns PLEWEs 


~ 
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Use and Complications of Catheter 
Duodenostomy in Gastric Resection. 


CauDELL, W. S., Garrison, R. M. Anp LEE, 
C. M.: Surc., GyNnec., & Osst., 100: 506, 1955. 


Leakage of the duodenal stump after gastrectomy is a 
serious complication. Ninety-eight subtotal gastrectomies 
pameaes at Dayton Veterans Administration Hospital, 

etween March 1951 and March 1953, are reviewed. 
There were 87 satisfactory primary closures. One patient 
developed leakage of the duodenal stump and died. In 
the remaining 10 cases catheter duodenostomy was per- 
formed, because primary closure was considered hazard- 
ous. The latter cases are analyzed, and the indications for 
and complications of this procedure are pointed out. A 
detailed method is outlined. The authors feel that 
catheter duodenostomy is a safe and frequently life- 
saving procedure, when properly employed. 


ALLAN D. PoLLock 


Revascularization of the Arteriosclerotic 
Extremity. 


De Takats, G.: A. M. A. Arcn. Surc., 70: 
5, 1955. 


The present technique for treatment of a lower ex- 
tremity deprived of its arterial supply is described in 
a presidential address to the International Society of 
Angiology. The concept of the “critical closing pressure” 
is discussed; a division according to severity into four 
groups facilitates a description of the objectives and 
variations in treatment. Revascularization is attempted 
by various operations: thrombectomy, reaming out the 
atheromatous vessel, excision and graft replacement, and 
sympathectomy. The use of heparin in the treatment of 
sudden thrombosis and thrombo-endarterectomy has 
added considerably to the salvage from acute ischemic 
catastrophe. Arteriography has its dangers and should 
not be undertaken lightly; it should not be done to 
demonstrate the patency of grafts. The addition of 
heparin to the colloidal iodine is valuable. 

Other measures such as administration of procaine, 
Priscolin, heparin and histamine, Roniacol and chemical 
sympathectomy have their place. Other therapeutic 
means such as a diet low in animal fat, cestrogens, the 
oscillating bed, and intermittent venous hyperemia are 
unproved, 


The value of sympathectomy in acute arterial occlu- 
sion is emphasized. Burns PLEWEs 


OBSTETRICS AND GYNAECOLOGY 


Varicoceles of the Round Ligament in 
Pregnancy, Simulating Inguinal Herniz. 


ToOMKINSON, J. S. AND WINTERTON, W. R.: 
Brir. M. J., 1: 889, 1955. 


The authors believe that nearly all groin tumours first 
appearing in pregnancy are due to varicosities of the 
round ligament which at first sight simulate an inguinal 
hernia. Thrombosis of the varicose veins is a complica- 
tion which still further increases the resemblance be- 
tween an inguinal hernia and varicocele of the round 
ligament. 


Regarding treatment, all that has been found necessary 
is reassurance, with a simple explanation of the tem- 
porary nature of the lump during pregnancy and the 
recommendation of the usual supportive measures for the 
relief of vulval and leg varicose veins. 

Ross MITCHELL 
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Postmaturity and Hypertension. 


Martin, J. D.: J. Osst. & GyNzc. Brit. EMp., 
42: 111, 1955. 


The present paper concerns the investigation of non- 
survival of the fetus in postmaturity accompanied by 
hypertension in the mother. 
“Hypertensive’—diastolic b.p. 90 mm. 
at any time during the antenatal period. 
Postmaturity—a period of gestation of 290 days or 
over following the first day of the last menstrual period. 
Mature cases—those delivered between 273 and_ 289 
days after the first day of the last menstrual period. 
Material—5,482 records of deliveries at University Col- 
lege Obstetric Hospital were studied. One thousand post- 
mature and 1,000 mature cases were collected. 


Hg or over 


Conclusion: If there is a reduction of the blood flow-- 


through the placenta in cases of postmaturity without 
hypertension, or some factor operating to increase the 
combined neonatal and stillbirth rate, it is not important 
unless the postmaturity is reinforced by the presence of 
maternal hypertension. In this event, the fetus is more 
likely to die in utero or in the neonatal period. 

Ross MITCHELL 


Fibrinogenopenia Complicating Pregnancy. 


Jackson, D. P., HARTMANN, R. C. AND Bussy, 
T.: Osst. & Gynec., 5: 223, 1955. 


The clinical and laboratory findings in 10 cases of 
acquired fibrinogenopenia occurring as a complication of 
pregnancy are presented. 

In 7 patients, hypofibrinogenzemia occurred as a com- 
plication of premature separation of the placenta. 
Thrombocytopenia was demonstrated in 6 of the 7 and 
a moderate reduction of prothrombin was found in 5. 
No evidence of increased fibrinolytic activity was found 
in the plasma of these 7 patients. Five were delivered 
vaginally and 2 by Cesarean section. Hysterectomy was 
performed in 2 of the patients. All received multiple 
blood transfusions, and 2 also received a small amount 
of fibrinogen. Correction of the coagulation defect 
occurred in each instance following evacuation of the 
uterus. All of the patients survived. 

In one patient hypofibrinogenopenia occurred as a 
complication of fetal death in utero, with prolonged re- 
tention of the fetus. No evidence of increased fibrino- 
lytic activity of the patient’s plasma was found. The 
patient was Rh positive, and it was felt that fetal death 
was associated with an episode of pyelitis in the sixth 
month of pregnancy. Despite the presence of the co- 
agulation defect, the patient delivered spontaneously 
with no undue bleeding. Recovery was rapid and un- 
eventful. 

In one patient hypofibrinogenopenia occurred as a 
complication of amniotic fluid embolism. Suggestive but 
not conclusive evidence of increased fibrinolytic activity 
of the patient’s plasma was noted. Thrombocytopenia 
was not present. Excessive bleeding did not occur. The 
patient died in shock immediately after delivery. 

In one patient afibrinogenzemia occurred as a com- 

lication of septic abortion. This patient was found to have 
Sasttavenia, afibrinogenzemia, thrombocytopenia, hypo- 
prothrombinemia, and a reduction of plasma accelerator 
activity. No evidence of increased fi rinolytic activity 
of the patient’s plasma was found. No circulating anti- 
coagulant was detected. The patient received multiple 
transfusions of whole blood, but died following a massive 
hzematemesis that occurred shortly after admission. 

A review of 83 previously reported cases of fibrinogen- 


openia occurring as a complication of pregnancy is 
presented. 

It is felt that the most likely mechanism for the pro- 
duction of the fibrinogen deficiency in these cases is the 
entrance into the maternal circulation of thrombo- 
plastic agents from the uterine contents with fesultant 
Ross MrrcHe.i 


intravascular defibrination. 


_active rheumatoi 
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PAEDIATRICS 


Extrapyramidal Cerebral Palsy, with Hearing 
Loss, Following Erythroblastosis. 


Byers, R. K., Pane, R. S. AND CrOTHERS, B.: 
Pepratrics, 15; 248, 1955. 


Some infants with kernicterus resulting from neonatal 
erythroblastosis survive into childhood and adult life with 
an extrapyramidal type of cerebral palsy. Contrary to the 
general impression, these children are not necessarily 
physically and mentally incapable. Most of them, how- 
ever, have defective hearing, and many have visual 
incoordination; these defects often go unrecognized. 


The picture in early infancy is that of jaundice, 
hypertonicity, opisthotonos, defective Moro reflex, high- 
pitched cry, and difficulties in feeding. Later, motor 
development is retarded, and there is hypotonus accom- 
panied by active tendon reflexes. Still later, athetosis 
appears and may become so marked as to be totally 
disabling. 

A study of 23 cases by the authors indicates that in- 
telligence is normal in about 75% and that the patients 
often make surprisingly good use of their remaining 
assets. Modern hospital facilities can prevent the devel- 
opment of erythroblastotic damage, but more study is 
required before we can agree on the best way to relieve 
established disability. I. J. Patron 


THERAPEUTICS 

Gold-hormonal Therapy in Rheumatoid 
Arthritis. 

Br.xa, P. J. AND Wet, M. H.: ANN. INT. 


Mep., 42: 638, 1955. 


These workers attempted to determine whether the 
combined use of two anti-rheumatic drugs (gold and 
cortisone) offered any advantage over the use of each 
alone. They were particularly interested in the relapse 
rate following cessation of cortisone therapy and the 
continuation of chrysotherapy, on the basis that chryso- 
therapy might lessen the need for prolonged cortisone 
therapy in some cases. 

Fifty patients with severe rheumatoid arthritis were 
given a combination of gold and cortisone, hydrocorti- 
sone or corticotropin. Forty-one patients tolerated a 
minimum of 500 mg. of gold salt and were followed 
up for at least three months. 


In 17% of patients there was complete remission of 
their disease, while an additional 39% showed major 
improvement. 12% showed moderate improvement, and 
82% maintained little or no improvement on gold after 
the hormone was stopped. These results closely approx- 
imate those obtained with gold alone. The incidence of 
gold reactions was 46%, while in 34% chrysotherapy 
was discontinued because of toxicity. 


Certain conclusions are evident. Firstly, hormonal 
therapy does not lessen the need for the usual _pre- 
cautions when gold salts are used. Secondly, combined 
therapy offers a practical means of treating the severe 

r arthritic. Adrenal steroids can be used 
to suppress the disease for several weeks or months 
while the gold depot is being built up. The hormone can 
then be discontinued with the expectation of obtainin 
the same therapeutic result as if gold alone were ad- 
ministered. Patients not responding favourably to the 
combined programme can be treated by long-term 
maintenance or small doses of hormone, or by an in- 
tensification of the usual conservative measures of 
established value in the care of the patient with 
rheumatoid arthritis. S. J. SHANE 
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Failure of ACTH and Adrenal Corticoids to 
Alter the Course of Hepatic Coma in 
Advanced Portal Cirrhosis. 


Smiar, M. ANp Youne, I. I.: Am. J. M. Sc., 
220, 138, 1955. 


Once patients with portal cirrhosis develop hepatic 
coma, they seldom recover despite the best planned 
treatment. Attempts to treat advanced portal cirrhosis 
with ACTH or cortisone have been discouraging. How- 
ever, striking improvement in such cases has been 
attributed to cortisone by certain workers, who described 
marked clinical improvement as well as clearing of 
inflammatory reaction in serial liver biopsies. 

In an effort to clarify this point, 10 patients with ad- 
vanced portal cirrhosis were selected for treatment with 
ACTH and adrenal corticoids. Five patients were in 
coma when therapy began. Three patients were in 
impending coma and 2 wer: mentally clear, although 
apparently deteriorating under the usual medical 
regimen. In addition to the usual supportive measures, 
these patients were treated with high-potency cortico- 
tropin gel intramuscularly in varying dosage. Two 
patients received supplementary cortisone _ intra- 
muscularly and one received hydrocortisone _intra- 
venously, All patients exhibited evidence of adequate 
adrenal cortical response, as indicated by a significant 
and sustained eosinopenia. 

Nevertheless, all patients studied in this series died 
of liver failure. Five patients in coma when therapy 
began showed no significant change in mental or neuro- 
logical status before death. The remaining 5 patients, 
who were mentally clear or in impending coma when 
therapy was begun, ultimately progressed to coma and 
death while on intensive ACTH therapy. 

It would appear, therefore, that ACTH and adrenal 
corticoids are of no value in hepatic coma, when this 
state is due to advanced portal cirrhosis. 

S. J. SHANE 


Comparison Between Weight Reduction on a 
High-calorie, High-fat Diet and on an 
Isocaloric Regimen High in Carbohydrate. 


WERNER, S. C.: NEw ENGLAND J. Mep., 252: 
661, 1955. 


The author discusses the claims for weight reduction of 
a high-fat, low-carbohydrate diet and presents a careful 
metabolic study of six patients. There was no difference 
in weight changes on a daily caloric intake of 2,870 
whether on a high-fat, low-carbohydrate or low-fat, 
high-carbohydrate regimen. Weight loss reported from 
the use of the high-fat regimen was opkakty the result 
of diminished caloric intake from the high satiety value 
and lack of palatability of such a diet. A programme of 
therapeutic weight loss can often be successfully carried 
out with a caloric intake much above that usually re- 
commended, and obesity can often be well controlled 
without drastic dietary restrictions. NoRMAN S. SKINNER 


Modifications of Tuberculous Lesions in 
Patients Treated with Isoniazid. 


De Ficuemepo, F. P. ann De Pao.a, D.: 
Am. Rev. Tuperc., 71: 186, 1955. 
During the past few years the authors have encountered 
histological features peculiar to surgical specimens from 
tuberculous patients treated with isoniazid as distinct 
from those treated with streptomycin and PAS. 


In an effort to pinpoint the changes due to isoniazid 


they have analyzed the histopathological aspects of the 
tuberculous lesions in 56 surgical specimens. Almost all 
the patients received isoniazid for variable periods, 
usually several months. 


x 
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The findings considered to be the result of isoniazid 
therapy include: (a) septal and pericavitary hyper- 
zmia and alveolar hemorrhage; (b} atypical location, 
unusual number, and pleomorphism of giant cells; (c) 
exuberant collagen formation; (d) bronchiolar hyper- 
plasia and epithelial proliferation; (e) lymphocytic 
masses; (f) foam cells, giant cells with lipoid inclusions, 
asteroid and Schaumann bodies; (g) healing and epi- 
thelization of cavitary walls. 

Two principal reasons are given by the authors for 
the conclusion that these changes are due to isoniazid: 
(a) the histopathological changes described had never 
been noted with the isolated use of streptomycin and 
PAS; (b) they appeared in a clear and impressive manner 
in some patients in whom pulmonary resection was pos- 
sible only after substantial improvement’ of the 
roentgenographic picture after months of treatment 
solely with isoniazid. S. J. SHANE 


Clinical Use of Potassium Para-aminosalicylate 
(KPAS). 


Motruan, L., Coen, R. V. AND ZARAFONETIS, 
C. J. D.: Am. Rev. Tuserc, 71: 220, 1955. 


Para-aminosalicylic acid in conjunction with strepto- 
mycin or isoniazid is of proven value in the treatment 
of tuberculosis. Many patients are unable to derive the 
full benefit from PAS, however, because of commonly 
associated side-effects, chiefly anorexia, nausea, vomitin 
and diarrhoea. The sodium salt and other preparations o 
PAS have been utilized in efforts to overcome these 
untoward reactions, generally with only limited success. 

A parallel situation existed for some time with para- 
aminobenzoic acid (PABA). Extensive investigation of 
the clinical use of PABA compounds, however, re- 
vealed that the potassium salt, administered in the form 
of a 10% solution, was far better tolerated than the 
acid (PABA) or its sodium salt (NaPAB). It was pos- 
tulated that the same relationship might hold true for 
the potassium salt of PAS. Accordingly, a study was 
undertaken with 64 patients, to determine the uSeful- 
ness and “patient-acceptance” of a new preparation, 
namely potassium para-aminosalicylate (KPAS). It was 
found that 61 (95%) of the subjects tolerated 12 gm. 
daily doses of KPAS without difficulty. There was no 
evidence of potassium toxicity. 

Plasma PAS concentration studies indicated that KPAS 
is more rapidly, and probably more completely, absorbed 
than is para-aminosalicylic acid (PAS), and that 12 gm. 
daily doses of KPAS produce PAS plasma concentrations 
comparable to those obtained with 12 gm. daily doses 
of PAS. 

From these observations the authors conclude that the 
administration of KPAS offers a superior means of PAS 
therapy, with a very high degree of patient tolerance and 
acceptance. S. J. SHANE 


Paralytic Ileus Following Use of Banthine 
During Gastrointestinal Bleeding. 


Gunn, C. G., JR. AND ALLEN, M. S.: NEw 
ENGLAND J. MeEp., 251: 705, 1954. 


Paralytic ileus followed the use of Banthine and Pro- 
Banthine in five cases of upper gastrointestinal bleeding 
(three from peptic ulcer and one each due to ceso- 
phageal varices and gastric lymphosarcoma). The para- 
lytic atony of the small bowel lasted for an average of 
3% days in these five cases and no other cause was 
found to account for it. Review by the authors of other 
cases of gastrointestinal bleeding where Banthine was 
not used disclosed no similar cases of paralytic ileus. 

The authors consider that gastrointestinal bleeding 
forms a contraindication to the use of Banthine. 


NorMAN S. SKINNER 
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ABSTRACTS 


DERMATOLOGY 


Skin Reactions-in Atopic Eczema. 
Meara, R. H.: Brrr. J. Dermat., 67: 60, 1955. 


One hundred and twelve children with atopic eczema 
and 43 children with other miscellaneous skin disorders 
were investigated as to their reaction to the standard 
skin testing extracts by the scratch method. 

Of the 112 children with eczema, 73 had positive re- 
actions to one or more substances, while all 43 in the 
control group had negative reactions. The incidence of 
positive reactions increased with age: 50% of those 
under 4 gave positive reactions, 90% of those over 7 
gave positive reactions. Reactions to egg were most fre- 
quent in children under 2, and became less frequent in- 
older patients, while the reverse was the case for pollens. 
Of the children with eczema 17% had asthma and all 
of these gave a positive reaction with either pollens or 
egg, most frequently with ~—e. The scratch tests were 
repeated in 6 months and were virtually the same in 
85% of cases. There was no relation between the in- 
cidence of positive reactions and the severity of the 
eczema. Many of the most severely afflicted were nega- 
tive to all tests. 

Twenty-nine children with a positive scratch test to 
egg alone were put on an egg-free diet for three weeks. 
For the subsequent three weeks egg was given as freely 
as possible. Eight of the 29 developed urticarial reactions 
a few minutes after eating egg, but in only 2 of these 
did the eczema become worse. Of the other 27, 11 
improved throughout the 6 weeks’ diet period, 11 
remained the same and 5 became worse. 

Six children who reacted to pollens were given a 
course of pollen extracts, 5 being completed with no 
obvious change in the state of the eczema. The author 
concludes that skin tests in atopic eczema are of diag- 
nostic value only. They are of no etiological significance, 
and in this group of children they were not related to the 
severity of the skin disorder. ROBERT JACKSON 


The Vexing Urticaria Problem: Present 
Concepts of Etiology and Management. 


SHELDON, J. M., MATHEws, K. P. AND LOVELL, 
R. G.: J. Attercy, 25: 525, 1954. 


There is a brief review of the incidence, histopathology 
and possible mechanisms of production of urticaria. The 
primary lesion is a wheal, which is usually pruritic and 
evanescent. While usually the diagnosis is obvious, dif- 
ferential diagnosis should include dermographism, the 
abnormal response of whealing after stroking or scratch- 
ing the skin (urticaria factitia), insect bites, some forms 
of erythema multiforme, papular urticaria (lichen urti- 
catus) and a very occasional case of contact or atopic 
dermatitis. Associated conditions include laryngeal 
cedema and gastrointestinal symptoms such as vomiting, 
abdominal cramps or diarrhoea. The four most common 
apparent causes listed by the authors are drug allergy, 
food allergy, infections and parasitoses and psychic 
factors. 

There is a list of 49 therapeutic agents which have 
been reported as causing urticaria, including aspirin, 
digitalis, oestrogens, penicillin, insulin and some of the 
newer antibiotics. Also included in the. list are Pyriben- 
zamine, Chlortrimeton, ACTH and cortisone. Skin tests 
to determine drug sensitivities are of value only with 
some biological products such as liver, insulin and 
ACTH. Readministration of the drug is a dangerous pro- 
cedure, Foods capable of causing urticaria are divided 
into: (1) foods such as nuts, seafoods and berries, tend- 
ing to produce acute urticaria, (2) foods such,as milk, 
beef and legumes, tending to produce delayed or less 
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acute reactions. Management should include a complete 
dietary history, a written dietary diary, an arbitrary 
elimination diet, and in very occasional cases a synthetic 
diet containing no ordinary foods. Even with these in- 
vestigative procedures the authors found that less than 
10% of their cases could be dealt with by the use of 
dietary measures. 


The role of foci of infection in causing urticaria is 
still indefinite, but any infection discovered should be 
treated. Gastrointestinal parasitoses, often with a high 
eosinophilia, should be excluded. Psychogenic factors 
are discussed. It must not be assumed that just because 
a patient is tense and has urticaria, the one condition 
necessarily causes the other. Neurotic patients may get 
urticaria from drugs. A diagnosis of psychogenic urticaria 
must be based on positive psychiatric findings, not on 
negative physical findings. Other very rare causes are 
some inhalants, some contactants, physical agents such 
as heat, cold and light, insect bites, and neoplasms. 


Despite a most meen investigation, in approx- 
imately 50% of cases of chronic urticaria no cause can 
be found. Spontaneous remissions are common. Treat- 
ment is primarily on an etiological basis, 80 to 85% 
being controlled by antihistamines. Epinephrine, ACTH, 
and cortisone may be used in selected cases. 


ROBERT JACKSON 


SOCIAL MEDICINE 


Family History and Longevity. 


Statist. Butt. MetrRop. Lire Insur. Co., 35: 
No. 9, 1, 1954. 


That family history influences individual susceptibility to 
disease and to some degree affects longevity is indicated 
in this article. Evidence has been derived from various 
studies based upon insurance and other records. 


Reference is made to the 1951 Impairment Study pub- 
lished by the Society of Actuaries in April 1954—a mor- 
tality study based upon the experience of a large number 
of life insurance companies during the period 1935-1950. 
Comparison of the mortality among persons who reported 
a family history of cardiovascular-renal disease, cancer, 
diabetes, or mer:tal disease at the time they applied for 
ordinary life insurance, with that for all ordinary policy- 
holders to whom insurance was issued at wore A pre- 
mium rates, provided interesting evidence. 


Particular interest is attached to the experience of the 
more than 15,000 insured persons who had reported two 
or more close relatives with cardiovascular-renal disease 
acquired before age 60. The mortality among _policy- 
holders with such family history to whom insurance was 
issued at standard premium rates was about 40%: higher 
than that for standard ordinary risks as a whole. Most of 
the excess mortality was attributable to the high death 
rate from diseases of the heart and vascular system. 


An investigation in New York City indicates a here- 
ditary susceptibility to rheumatic fever and rheumatic 
heart disease. Another recent clinical study showed the 
"enon of coronary heart disease to be considerably 

igher among the parents of a group of young patients 
suffering from coronary heart disease than among the 
parents in a control group. : 


That susceptibility to cancer of certain sites may run 
in families is evident from recent insurance and clinical 
studies; there is evidence also of the role of heredity in 
diabetes. The conclusion that mental disease is not 
directly inherited has been suggested by several investiga- 
tions. It is admitted, however, that some predisposing 
factor may be transmitted. The effect of the home en- 
vironment must often be considered. 


While the effect of family history is appreciable, it is 
small compared with the gains in longevity observed 
through the improvement in environment since the begin- 
ning of this century. Marcaret H. Witton 
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OBITUARIES 


DR. JULES GOSSELIN, well-known radiologist of 
Quebec, died there of a cerebral hemorrhage on July 7, 
at the age of 54. Dr. Gosselin was born in St-Sauveur, 
Quebec. After studying at the Séminaire de ébec 
and l’Université Laval, he received his medical degree 
in 1925 and interned at lHétel-Dieu. He then went to 
Paris where he specialized in radiology. Upon his return 
to Quebec, he served as radiologist in !Hépital St- 
Sacrement, and within two years became chief radiol- 
ogist at this institution at ’Hépital Laval, and later at 
l’H6pital Ste-Foy. 

Dr. Gosselin was vice-president and president of the 
Canadian Cancer Society. He was also in charge of 
radiological services for the military hospitals of Canada. 
During the years 1939-1945 he served as lieutenant- 
colonel in the Army Medical Corps. 

Surviving are a sister and brother. 


DR. WILLIAM L. GRAYDON, 63, died in Toronto of 
a heart attack on July 17, after an illness of several 
weeks, Dr. Graydon was born in Grand Valley, Ontario. 
He came to Toronto in 1906, and after receiving his 
medical degree at the University of Toronto in 1917, 
served with the Army Medical Corps in World War I. 
He had been a physician in Toronto for over 35 years. 
Surviving are his widow and two daughters. 


DR. GEORGES GREGOIRE, Medical Director of the 
Quebec Anti-Tuberculosis League, died suddenly of a 
heart attack at the Anti-Tuberculosis Centre in Quebec 
on July 17. He was 59. He graduated from Laval 
University in 1921, and was a general practitioner until 
1923 when he was named assistant to Dr. Odilion Le- 
clere of the Anti-Tuberculosis League. Upon the death 
of the latter, Dr. Grégoire was given his post. Director 
of the Préventorium, opened in lHépital Ste-Foy for 
the benefit of poor children, he also took part in 
directing the Canadian Tuberculosis Association. In May 
of this year, he was elected President of the Quebec 
Chapter of the American College of Chest Physicians. 

Dr. Grégoire is survived by his widow, a daughter, 
and two sons. 


DR. NORMAN McLEOD HALKETT died at Ottawa 
Civic Hospital on July 21, at the age of 65. Born in 
Ottawa, he graduated from Queen’s University ‘n 1914. 
During the First World War he served overseas with the 
77th Battalion and the 38th Battalion, CEF, and was 
awarded the Military Cross. He remained with the per- 
manent force medical corps until 1929, when he became 
medical adviser to the Board of Pension Commissioners. 
At the outbreak of World War II, Colonel Halkett again 
joined the service as organizer and first commander of 
the Royal Canadian Medical Training Centre in Ottawa. 
Later he was~made officer commanding the Halifax 
Military Hospital and in 1941 he went overseas in com- 
mand of No. 7 Canadian General Military Hospital. 
After the war he returned to his former position with 
the Pension Commission, a post which he held at his 
death. He is survived by his widow. 


DR. WILFRED F. HODGINS, who was born in Lucan, 
Ont., died recently in Exeter, England. In the First 
World War he served with distinction in Mesopotamia, 
India and Persia, and in World War II was principal 
medical officer, Coastal Command, in England and 
Southeast Asia. He retired in 1946 and was appointed 
chairman of the Ministry of Pensions Board in Exeter. 
While serving with the R.A.F. he attained the rank of 
Group Major. Dr. Hodgins is survived by his widow. 


DR. FREDERIC N. HUGHES, a practising physician 
in Toronto for 55 years, died at his home in that city 
on July 17 at the age of 81. He had been in practice 
from 1913 until this year. Dr. Hughes was born on a 
farm in Ontario and taught school for several years 
before entering Trinity Medical College. After graduating 
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in 1904 he took postgraduate work in London and Edin- 
burgh hospitals and received the diploma of L.R.C.P.&S. 
(Edin.) in 1905. He practised in Haileybury, Ont., from 
1905 to 1918, when he moved to Tororito. He was a 
captain in the Medical Corps in World War I and 
medical officer for the Royal Canadian Mounted Police 
in Toronto from 1928 to 1953. Surviving are his widow, 
a son, and two daughters. ‘ 


DR. DONALD GAY McMULLEN died on July 16 at 
his home in Essex, Ont., at the age of 34, following a 


two-year illness. A native of Belleville, Dr. McMullen 
attended collegiate there and graduated from Queen’s 
University in 1944, He served with the R.C.A.F. before 


interning at the Metropolitan Hospital, Windsor, and in 
1946 began his practice at Essex. He is survived by his 
widow, a son and a daughter. 


DR. F. TOOKE of Montreal died in that city on July 
20 at the age of 82. A McGill graduate in medicine, Dr. 
Tooke had spent almost the whole of his life in Montreal, 
with the exception of World War I service with the 
4th Division of the Canadian Army, and postgraduate 
study in England and Europe. Upon his return he began 
practice and was appointed lecturer in ophthalmology 
at McGill, in 1929 being named clinical director. 
He served as professor and chairman in the department 
of rer from 1937 to 1939. He is survived by 
six daughters. 


DR. RENE TURCOT, a nose and throat specialist of 
Quebec, died in Montreal on July 18 at the age of 67. 
He had been attached to Jeffery Hale’s Hospital and 
St. Luke’s Hospital. He is survived by his widow, three 
sons and two loca 


DR. JOHN A. VALENS, pioneer Saskatoon doctor, died 
in that city on June 28 atter a long illness. He was 82. 
Dr. Valens was born in Kinloss township, Bruce county, 
near Lucknow, Ont. He left school when 13 years of 
age, to work on the home farm and remained at home 
until he was 18, when he attended Waterdown High 
School and obtained a teaching certificate. After attend- 
ing model school, he taught in Kinloss township for two 
years, resigning in 1895 to go to Western Canada. After 
graduating from normal school in Winnipeg, he went 
to Saskatchewan in 1899 and taught school for the next 
two years, until he entered medical college in Winnipeg. 
For a few months after his graduation in 1905 he was 
health officer at North Portal before setting up practice 
in Saskatoon, then a town of 3,000 population. Dr. 
Valens was president of the Saskatchewan Division of 
the Canadian Medical Association in 1919-20. He was 
elected to the Council of the College of Physicians and 
Surgeons of Saskatchewan in 1933 and remained a 
member until January 1945, when he resigned to be- 
come registrar for one year. He was a member of the 
Senate of the University of Saskatchewan from 1922 to 
1946. For almost 20 years he was a member of the 
board of governors of the City Hospital, and he was 
active on the staffs of St. Paul’s and the City hospitals. 
He is survived by his widow and a daughter. His only 
son, Dr. Jack D. Valens, was killed in an automobile 
accident in California two years ago. 


Dr. Harcourt CHURCH, 
AN APPRECIATION 


We are very proud to print the following appreciation 
of Dr. Church c a colleague: 

Dr. Harcourt B. Church died on July 16. He was born 
at Aylmer East, Que., October 16, 1892, had his 
schooling in Aylmer, and graduated in Medicine at Mc- 
Gill University in 1917. His life was spent in Aylmer 
and its vicinity as a general practitioner, and he would 
have wanted no more complete account of his career, 
for that was the home he loved and the work which 
was to him the finest in the world. He was of the 
fourth generation of doctors in his family, most of whom 
either were born or died in Aylmer, and he and his 
family were an embodiment of the neighbourhood. 





FORTHCOMING MEETINGS 


But while he did country practice he also had hospital 
appointments in Ottawa, where his integrity and shrewd 
judgment were well recognized, and was also lecturer 
in General Practice and Rural Medicine at the Universit 
of Ottawa. General practice was a form of religion wi 
him and he practised it with all the devotion of a high 
priest, though with no trace of mysticism. He was 
a simple man in the most admirable sense, but he never 
tried to make the work of a general practitioner appear 
too simple. He knew well what sacrifice for others 
meant, and he looked with a bleak eye at anyone who 
was not prepared to spend himself without counting the 
cost. He was ready not only for his daily round but for 
anything that contributed to the good of medicine; he 
was his own best public relations officer. 


It was natural that Harcourt Church should take his 
place in organized medicine, and equally that his part 
should be a notable one. He rose through his steady 
work in the Quebec Division, of which he was president, 
to the highest office in our Association, that of the pres- 
ident, and his counsel was always valuable. It is signifi- 
cant that he was one of the very few general prac- 
titioners to fill this office. Very direct and decided in 
manner, he was a man of few words, but what he said 
was none the less effective. 


His love of country life took practical shape in his 
hobby of tree planting. He was able to convince 
farmers in the Ottawa Valley that tree growing was not 
only useful but profitable, and he was responsible for 
the planting of many thousands of trees. He was pres- 
ident of the Gatineau County Agricultural Society for 
12 years. 

With the death of his wife a year ago the light went 
out of his life. Mrs, Church fulfilled untiringly and with 
great charm the exacting social and public duties de- 
manded of the wife of a man prominent in his com- 
munity. It must have been with no small! effort that 
Harcourt Church came to the annual meeting in Toronto 
this year. He had recovered from his own serious car- 
diac attack and seemed well, but he was lonely. He will 
leave with his many friends the memory of a wholesome- 
minded, kindly and vigorous man who loved simple 
things and devoted his life to his profession. H.E.M. 
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FORTHCOMING MEETINGS 


CANADA 


CANADIAN PuBLIC HEALTH ASSOCIATION AND ALBERTA 
Pusiic HEALTH AssOcIATION, Conjoint Meeting, Edmon- 
ton, Alta. (Dr. William Mosley, Honorary Secretary, 150 
College Street, Toronto 5, Ont.) September 6-8, 1955. 


CANADIAN SOCIETY FOR THE StTupy OF FERrTiLITy, Royal 
York Hotel, Toronto, Ont. (Dr. Earl R. Plunkett, Secre- 
tary Treasurer, Canadian Society for the Study of Fer- 
a 469 Waterloo Street, London, Ont.) October 6-8, 


UNITED STATES 


INTERNATIONAL COLLEGE OF SURGEONS, Twentieth An- 

nual Congress, Convention Hall, Philadelphia, Pennsyl- 

vania. (Dr. Jerry Zaslow, Registration Chairman, 1351 

Pe Road, Philadelphia 41, Pennsylvania.) September 
-15, 1955. 


ANNUAL ASSEMBLY IN OTOLARYNGOLOGY, University of 
Illinois College of Medicine, 1853 West Polk Street, 
Chicago 12, Illinois. (Dr. F. L. Lederer, Professor and 
Head of the Department.) September 19-October 1, 
1955. 

AMERICAN MEDICAL WRITERS’ ASSOCIATION, 12th Annual 
Meeting, Hotel Jefferson, St. Louis, Missouri. (Dr. H. 
Swanberg, Secretary, 209-224 W.C.U. Bldg., Quincy, 
Ill.) September 30, 1955; Workshop, October 1, 1955. 


Mipwest CONFERENCE ON RHEUMATIC DISEASES, Henry 
Ford Hospital, Detroit, Michigan. (Dr. J. Lightbody, 
Medical Director, Michigan Chapter, Arthritis & Rheu- 
matism Foundation, 7338 Woodward Avenue, Detroit 2, 
Michigan.) October 5, 1955. 


ANNUAL MEETING OF THE AMERICAN ACADEMY FOR 
CEREBRAL Patsy, Memphis, Tennessee. (Dr. R. A. 
Knight, Secretary-Treasurer, 869 Madison Avenue, 
Memphis 3, Tenn.) October 10-12, 1955. 


AMERICAN Heart AssociaTION, Annual Meeting and 
Twenty-Eighth Annual Scientific Session, Jung Hotel, 
New Orleans, Louisiana. (The Medical Director, 
American Heart Association, 44 East 23rd Street, New 
York 10, N.Y.) October 22-26, 1955. 


INTERNATIONAL ANAZSTHESIA RESEARCH SociETY CON- 
cREss, Washington, D.C. (Dr. William Friend, 515 
Nome Avenue, Akron, Ohio.) October 24-27, 1955. 


INTER-sociETY CyroLocy CounciL, 3rd Annual Meeting, 
Statler Hotel, Cleveland, Ohio. (Dr. P. F. Fletcher, 
Secretary-Treasurer, 634 N. Grand Blvd., St. Louis 3, 
Mo.) November 11-12, 1955. 


AMERICAN Pusiic HEALTH ASSOCIATION, INc., 83rd 
Annual Meeting and Meetings of Related Organiza- 
tions, Kansas City, Missouri. (The American Public 
Health Association, Inc., 1790 Broadway, New York 19, 
N.Y.) November 14-18, 1955. 


NATIONAL SOCIETY FOR CRIPPLED CHILDREN AND 
Aputts, Annual Convention, Palmer House, Chicago. 
(Director of Information, 11 South LaSalle Street, 
Chicago 8, Illinois.) November 28-30, 1955. 


AMERICAN MeEpIcAL ASSOCIATION, Clinical Meeting, 
Boston, Massachusetts. (Dr. George F. Lull, 535 Nort 
Dearborn Street, Chicago 10, Illinois.) November 29- 
December 2, 1955. 


AMERICAN PsycHosoMatTic Society, 138th Annual Meet- 
ing, Sheraton Plaza Hotel, Boston. (Dr. S. Cobb, Chair- 
man, Programme Committee, 551 Madison Avenue, New 
York 22, N.Y.) March 24-25, 1956. 


OTHER COUNTRIES 


Concrés DE LA Lirutase URINAIRE, Evian (Hte-Savoie), 
France, (Séc. Prof, Agr. Cl. Laroche, 16, rue Christophe- 
Colomb, Paris 8e, France.) September 2-4, 1955. 
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SECOND INTERNATIONAL CONGRESS OF ANGIOLOGY AND 
HistopaTHo.ocy. Fribourg, Switzerland. (Dr. Gerson, 
4 rue Pasquier, Paris 8e.) September 2-5, 1955. 


Wor.p Concress oF ANASTHESIOLOGISTS, Scheveningen, 
Netherlands. (W. A. Fentener van Vlissingen, Noord- 
Houdringelaan, 24, Bilthoven.) September 5-10, 1955. 


INYERNATIONAL CONGRESS OF CRIMINOLOGY, London, 
England. (Dr. Carroll, 28 Weymouth Street, London, 
W.1.) September 11-18, 1955. 


INTERNATIONAL CONGRESS OF NEUROPATHOLOGY, Lon- 
don, England. (Dr. W. H. McMenemy, Maida Vale Hos- 
pital, London, W.9.) September 12-17, 1955. 


SympostumM NEURORADIOLOGICUM, The National Hos- 
pital, Queen Square, London, England. (Dr. R. D. 
Hoare, Secretary.) September 13-17, 1955. 


GENERAL ASSEMBLY, INTERNATIONAL PHARMACEUTICAL 
FEDERATION, London, England. (Pharmaceutical Society 
of Great Britain, c/o Mr. D. F. Lewis, 17 Bloomsbury 
Square, London, W.C.1.) September 19-23, 1955. 


GENERAL ASSEMBLY OF THE WoRLD MEDICAL ASSOCIA- 
TION, Vienna. (Dr. L. H. Bauer, Secretary-General, 345 
E. 46th Street, New York 17, N.Y.) September 20-26, 
1955. 


UnrrED Nations CONGRESS ON THE PREVENTION OF 
CRIME AND THE TREATMENT OF OFFENDERS, Geneva, 
Switzerland. (U.N. Information Centre, Russell Square 
a or Square, London, W.C.1.) September 22- 
3, 1955. 


CONGRESS OF FRENCH-SPEAKING SOCIETIES OF GyYN#- 
COLOGY AND OsstTetrics, Brussels. (Dr. Vokaer, 309 
avenue Moliére, Brussels.) September 22-24, 1955. 


INTERNATIONAL UNION AGaiNnst V.D.: General Assembly 
and International Conference on the Control of V.D. in 
Seafarers, Naples, Italy. (Dr. Hermans, President, Institut 
Alfred Fournier, 25 Boulevard St. Jacques, Paris 14, 
France.) September 25-28, 1955. 


First INTERNATIONAL CONGRESS OF MEDICAL ETHICS 
(Premier Congrés International de Juridiction Profes- 
sionnelle Médicale et de Droit Médical Comparé), 
Paris. (Congress Secretary: Conseil National de l’Ordre 
des Médecins, 60 Boulevard Latour-Maubourg, Paris 
7e). September 30, October 1-3, 1955. 


FourtTH INTERNATIONAL CONGRESS OF THE INTER- 
NATIONAL ACADEMY OF LEGAL MEDICINE AND SOCIAL 
MepiciNnE, Genoa, Italy. (Professor P. Dervillée, 159 rue 
de la Croix de Seguey, Bordeaux, France.) October 
13-17, 1955. 


CONGRESS OF THE INTERNATIONAL UNION OF THE MEDI- 
CAL Press, Paris, France. (Jean Mignon, Secretary-Gen- 
eral, “Le Concours Médical,” 37 rue de Bellefond, Paris 
Ye.) October 16-20, 1955. 


PaNn-AMERICAN ConcrEss, International Congress of 
Surgeons (in conjunction with Argentine conference on 
thoracic nae Mendoza, Argentina. (Biblioteca, 
Asociacion Medica Argentina, Santa Fé 1171, Buenos 
Aires, Argentina.) October 22-26, 1955. 


INTERNATIONAL CONGRESS OF ALLERGOLOGY, Rio de 
Janeiro, (Dr. F. W. Wittich, 424 LaSalle Medical Bldg., 
Minneapolis, Minn.) November 6-12, 1955. 


SEconD Wor”pD CONGRESS OF THE INTERNATIONAL 
Fertitiry Association, Naples, Italy. (Prof. G. Tesauro, 
President of Committee Arrangements, S. Andrea delle 
Dame, 19, Naples.) May, 1956. 


‘INTERNATIONAL CONGRESS AGAINST ALCOHOLISM, Istan- 
bul, Turkey. (International Bureau Against Alcoholism, 
ae Gare 49, Lausanne, Switzerland.) September 19-15, 


~ 
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NEWS ITEMS 


SASKATCHEWAN 


Over 26,000 Saskatchewan children born in 1949 and 
1950 have received the first dose of Salk vaccine. 

According to the Minister of Health, Mr. Bentley, an 
additional 10,000 or 12,000 children may not have re- 
ceived the first dose because of factors such as trans- 
pa difficulties and fear, and arrangements are 

eing made to include these children in the immuniza- 
tion programme. 

In organized health regions, Regional Medical Health. 
Officers are making any special arrangements necessary, 
while in the 15 special immunization centres operated 
outside the organized regions the first dose will be made 
available to the unvaccinated children when the centres 
are again in operation for administering second doses 
for the others. 


Additional self-contained housing developments for 
the aged are expected to be constructed soon at Zenon 
Park in Northeastern Saskatchewan and at Wolseley 
in the southeast. 

At Zenon Park a C.M.H.C. loan has already been 
secured for construction of 10 self-contained units for 
aged married couples and construction is expected to 
begin shortly. At Wolseley where a provincial nursing 
home is now located the town is presently negotiating 
for a loan to build 10 self-contained units, and is con- 
ferring with rural municipal officials regarding the pos- 
sible construction of an additional 10 or 15 units for rural 
senior citizens. 

The Provincial Social Welfare Department is provid- 
ing planning assistance for these units and a grant of 
20% of the capital cost of construction in addition to an 
annual maintenance grant of $40 per family unit when in 
operation. i 


Saskatchewan’s second annual Farm Safety Week was 
observed throughout the province, July 24 to 30. The 
observance of this Week stresses the need for reduttion 
in the toll of deaths and injuries to farm residents in 
accidents. The Provincial Health Department’s Health 
Education Division is co-ordinating the campaign, work- 
ing in co-operation with other government departments, 
voluntary agencies, and commercial enterprises. Last year 
the Division reported that a total of 87 farm residents 
lost their lives in accidents during farm operations or in 
their homes. This year the toll is increasing again. In 
1954 tractor mishaps were a major cause of death while 
a number of other deaths resulted when operators of 
various types of farm machinery suemgtad to make 
adjustments while the equipment was moving. 


An international air strip along the Saskatchewan- 
Montana border was officially opened in June at the 
East Poplar, Saskatchewan, port of entry. This air strip 
is within 50 yards of both American and Canadian 
Customs houses, and will enable air travellers to clear 
both Customs offices in one landing. 


The first of 18 of the Red River cart type of markers 
being erected at Saskatchewan historic sites was set 
up late in May on the old Carleton-la Corne trail on 
“ae is now River Street, Prince Albert. Framed in a 
rustic peeled pine shelter it stands as a monument to 
the men and women who pioneered the area over half 
a century ago. 

Lae 57 historic sites are being marked by 
Saskatchewan’s Golden Jubilee Committee. In addition 
to the 18 marked by Red River carts, five will be marked 
by bronze tablets and 34 by standard rustic markers. 
Each will include a record of the historical significance 
of the site marked. 


According to a report issued recently by the Highway 
Traffic Board, approximately seven out of 10 cars tested 
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by the Saskatchewan Safety Lane in 1954 failed to meet 
all safety requirements of the test. 


Hundreds of “babies” ranging in age from a few 
months to over 30 years gathered in the Legion Hall 
recently in Weyburn to pay tribute to Dr. James E. 
McGillivray for 35 years ot devoted service given to 
the City of Weyburn and district. 


Dr. A. MacDonald, one of Southern Saskatchewan's 
pioneer physicians, was recently honoured at Minton 
when the Hon. J. W. Burton, Provincial Secretary, un- 
veiled a bronze plaque in appreciatioa of Dr. Mac- 
Donald’s contribution to medicine in Saskatchewan. 


The Hon. T. J. Bentley, Minister of Public Health, has 


recently announced that the Government of Saskatche-" 


wan will begin the immunization of all residents of the 
province up to the age of 34 years with the Salk polio 
vaccine. This vaccine will be furnished free of charge 
like other vaccines and serums, and administration will 
be arranged through iocal health authorities. 

In the organized health regions and in the cities of 
Saskatoon and Regina it is hoped that administration 
can form part of the regular immunization programme, 
the Minister said. He also noted that in an area not 
preseatly organized into health regions it will be neces- 
sary to consider alternative ways of administering the 
vaccine. Plans are so far not yet completed. 

G. W. Pracock 


MANITOBA 


Lawrence L. Whytehead, B.M., B.Ch.(Oxon.), 
F.R.C.S.(Eng.), recently consulting surgeon to the 
South East Metropolitan Regional Hospital Board, Lon- 
don, England, has joined the Manitoba Clinic, 700 
Sherbrook Street, Winnipeg, and will practise thoracic 
and cardiac surgery. 


The Manitoba Clinic, Winnipeg, has opened a Depart- 
ment of Pzediatrics under the direction of William D. 
Bowman, M.D. 


The Winnipeg City Council decided on July 4 to ac- 
cept an offer from the provincial government of $60,000 
annually for the support of a health unit. As the total 
annual cost of the city’s health service was $327,000, 
council felt that the offer was small but that application 
might be made later for an increase in the amount. 

Ross MITCHELL 


ONTARIO 


Dr. R. I. Harris has left on a five-month trip around 
the world as the Sir Arthur Sims Commonwealth Pro- 
fessor of Surgery of the Royal College of Surgeons of 
England. He will give lectures and hold clinics in hos- 
pitals and universities. The appointment will take him 
to New Zealand by way of Hawaii and Fiji, to Australia, 
Singapore, India and Great Britain. 


Dr. R. D. Defries has retired from the directorship of 
the School of Hygiene, University of Toronto. He will 
retire at the end of September from his position as 
director of the Connaught Medical Research Labora- 
tories, and will then become special consultant to the 
laboratories. 

Pending the appointment of its new director, the ad- 
minist~ation of the School of Hygiene will be carried on 
by a committee of five members of the University staff, 
under the chairmanship of Professor R. F. Farquharson. 

Dr. J. K. W. Ferguson, head of the Department of 
Pharmacology, will become director of the Co4naught 
Lzboratories. 


: 
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Seventy directors and instructors from nursing schools 
across Canada took a five-day course at the Civil Defence 
College, Arnprior. Federal authorities hope the training 
will encourage nursing schools to include special disaster 
nursing instruction in the curriculum. 


The Ontario Medical Association bestowed life mem- 
be:ships on tour of its number at the annual dinner. The 
awards went to Dr. J. T. Phair, deputy minister of 
health for Ontario, with 45 years as a physician; Dr. 
Walter Dales, Sudbury, with 50 years ot practice; Dr. 
F. J. R. Forster, Stratzord, wno has practised for 57 
years, and Dr. F. A. Brokenshire, Windsor, for 42 years 
a physician. 


A preventive dental health programme among pre- 
school age children in the Riverdale section of Toronto 
will begin in September. Backed by a Federal grant of 
$7,980, research workers led by Dr. Frank Compton, 
director of dental services in the city’s health depart- 
ment, will study the effects of a three-year programme 
of advice and dental care on a cross-section group of 
about 1,700 children. At the end of three years, as they 
enter school, the group will be compared with other 
children who have not been subjected to the intensive 
campaign. 

The principle of regular dental maintenance will be 
impressed on parents and they will be regularly circular- 
ized. The preliminary examination will be followed by 
others at the ages of four and five. All who can afford it 
will be asked to meet the cost of dental care; a few 
will be able to obtain free clinical attention. 

A similar project is under way in the Niagara 
peninsula. 


Officers elected by the Ontario Medical Association 
were Dr. Max O. Klotz, Ottawa, president; Dr. J. C. C. 
Dawson, Peterborough, president-elect; Dr. H. T. Ewart, 
Hamilton, chairman of council; Dr. R. W. I. Urquhart, 
Toronto, treasurer. 


Dr. Elizabeth Bagshaw of Hamilton, Dr. Lillian Lang- 
staff of Richmond Hill and Dr. Minerva Reid of Toronto, 
who have completed fifty years in medicine, were 
honoured at a luncheon by the medical staff of the 
Women’s College Hospital, Toronto. 


Recent gifts for medical research and training projects 
to the. University of Toronto include $12,750 from the 
J. P. Bickell Foundation; of this, $3,750 is the first in- 
stalment of a two-year grant to give support to Dr. W. 
G. Bigelow in training surgeons in cardiovascular sur- 
gery; the balance is to continue grants to Dr. W. T. 
Mustard, Dr. I. B. Macdonald, Dr. James A. Key and 
Dr. Charles S. Hanes. 

The sum of $2,000 has been donated by J. A. Mc- 
Fadyen for the fund for cardiovascular surgery. The 
Rotary Club of Toronto has given $3,500 for a research 
project in surgery, $3,000 for a research project in 
obstetrics and $500 to provide an annual address at the 
university on some aspect of crippling disease. 

Lederle Laboratories Division of the American 
Cyanamid Company has given $1,200 for two Lederle 
Medical Student Research Fellowships. 


A prize of the Oxford System of Medicine has been 
established by M. A. Starkman for the medical student 
obtaining the highest marks in pharmacology in the 
second year and in therapeutics in the third year. 

A grant of up to $23,950 has been made by the W. 
K. Kellogg Foundation over a two-year period to 
strengthen the graduate programme in hospital admin- 
ist-ation. 

The sum of $1.000 has been received from the Lipo- 
tropic Research Fund, for livotropic research by Pro- 
fessor Erich Baer in the Banting and Best Department. 
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The East End Physicians’ Wives Association has pre- 
sented an isolette tor care of premature babies to the 
Toronto East General Hospital. This hospital now has 
five pieces of specialized incubator equipment. All have 
been presented by the physicians’ wives. 


The Ontario Geriatrics Research Society has been 
founded under the patronage of Lieutenant-Governor 
Breithaupt. The society will establish, maintain and 
expand clinical, laboratory and other facilities for re- 
search and diagnostic work into the cause and preven- 
tion of diseases associated with aging. Particular stress 
will be laid by the group on the study of degeneration 
ot blood vessels. 

Members of the medical advisory board are Dr. 
Francis S. Brien, Dr. Victor Johnston, Dr. A. J. Kerwin, 
Dr. W. W. Priddle, Dr. Arthur G. Smith, Dr. H. 
Garfield Kelly and Dr. Robert K. Smiley. 

LituiAN A. CHASE 


NEW BRUNSWICK 


The Commissioners and staff of the Saint John Tuber- 
culosis Hospital presented Dr. R. J. Collins, the super- 
intendent of the Sonpital, and Dr. Lachlan MacPherson, 
his assistant, with television sets at a reception in their 
honour on June 27. Dr. Collins had completed 25 years 
as superintendent and Dr. MacPherson had been on the 
hospital staff for 27 years. Among the guests were Dr. 
Pezry Knox of Moncton and Dr. C. W. Kelly of River- 
glade, both of whom had spent some time at the local 
hospital. Dr. Collins and Dr. MacPherson reviewed the 
changing methods in the treatment of tuberculosis, look- 
ing to the future with optimism. 


“The Republic of Madawaska,” for long a smile pro- 
ducer in Maritime circles, has now been put on a happy 
basis by the founding of “The Order of the Republic of 
Madawaska” at the Golden Jubilee of the city of 
Edmundston associated with the 1955 Acadian celebra- 
tion. Dr. P. C. Laporte is the Secretary of the Order. 


Dr. Arnold Branch, Chief of Laboratories at Lancaster 
D.V.A. Hospital at Lancaster, was elected eastern vice- 
president of the Canadian Association of Pathologists at 
the annual meeting in Toronto. 


Dr. J. P. Richard, who has been District Health 
Officer for Gloucester County for the past 30 years, 
retired at the end of July. He is being succeeded by 
Dr. G. Gendron. 


Dr. A. M. Edington, radiologist at the Victoria Gen- 
eral Hospital in Fredericton, was seriously injured early 
in July in a highway accident. 


Dr. E. C. Menzies has retired from the position of 
superintendent at the Provincial Hospital, Lancaster, 
N.B., after 21 years of service. During these years many 
changes in housing and treatment of patients suffering 
from mental illness have taken place, and in all the 
improvements Dr. Menzies has been a prime mover. 
The Hon. Dr. J. F. McInerney, Minister of Health for 
New Brunswick, issued a very fine press release describ- 
ing Dr. Menzies’s contributions to public health measures 
in mental diseases and took the occasion of his retire- 
ment to thank Dr. Menzies for his work for the depart- 
ment and for the citizens of New Brunswick. 


Dr. Frank W. Stevenson, aged 61 years, died in the 
Saint John General Hospital on June 29, following a 
long period of illness. He was a graduate of the Saint 
John High School and Provincial Normal School, and 
received his medical degree from Bowdoin Medical 
School in Maine in 1918. 

Dr. Stevenson was a member of the staff of the Saint 
John General Hospital for many years. His interests in 
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sports included golf and curling, and he was active in 
frateznal organizations. He is survived by his widow. 


A. S. KirKLAND 


NOVA SCOTIA 


The Hon. Paul Martin, Federal Minister of Health, 
was the chief speaker at the formal opening of the 
$2,000,000 Cape Breton County Hospital, Sydney River, 
in the latter part of June. Mr. Martin was introduced 
by Clarie Gillis, M.P. for Cape Breton South. The 364- 
bed hospital is equipped with all modern facilities for 
psychiatric treatment. There are three floors in the struc- 
ture, with a 4th floor in the centre section. Hon. M. A. 
Patterson, Attorney General of Nova Scotia, Dr.. J. S. 
Robertson, Deputy Minister of Health, and Dr. J. G. B. 
Lynch, medical officer for the Cape Breton Hospital, 
were the other speakers. 

Officials have revealed that Halifax civil defence plans 
provide for the evacuation of regular patients from the 
Victoria General Hospital and Halifax Infirmary within 
half an hour to make beds available for casualties in 
the event of an emergency or disaster. 

The two hospitals have plans to double the present 
bed capacity of some 700 beds to meet an emergency. 
Similar plans for the other Halifax hospitals are under 
consideration. 

The hospital plans provide for the evacuation of the 
regular patients from the buildings. The transportation 
set-up of the city’s civil defence, mostly stand-by volun- 
teer ambulances, trucks, buses and cars, would remove 
the patients to schools, churches, church halls, reserve 
hospitals and other institutions outside the city, if possible 
under emergency conditions. 

The Victoria General Hospital, with bed capacity for 
465, including the polio clinic, would capable of 
providing bed space for an additional 500 or 600 by 
using every available space. The Infirmary’s plan pro- 
vides for dealiling the present 220-bed accommodation 
if necessary. 

During the Bedford Basin magazine explosions in, 1945 
the Infirmary. moved all patients from the rooms to the 
hospital corridors in 10 minutes. 


The annual Red Cross campaign for $65,000 in the city 
of Halifax and $193,000 in the whole province was com- 
pleted successfully this year. The amount raised here 
and elsewhere in Nova Scotia is less than half the 
amount spent by the society in the province. Last year 
the province raised $175,000, of which the City raised 
about one-third. The money spent was around $375,000. 

The cost of running the blood depot in Nova Scotia 
amounted to $133,640 last year, which included the 
expenses of staff, mobile clinics, and equipment to store 
the blood. Other examples of the use of Red Cross 
money include $4,000 for Homemakers’ Services here, 
$5,432 for hospital visiting, and $16,400 for materials 
turned by women into thousands of items of finished 
goods, such as baby’s clothing. 

Halifax knows the value of the Red Cross services 
provided at Camp Hill by the Red Cross Lodge, and is 
familiar with the help given fire victims and welfare 
cases, with the port nursery of the Junior Red Cross 
programme, with the water safety training and many 
other volunteer services. 


“Strike it Rich,” a United States television show which 
recently raised $3,700 for the Callow Veterans and 
Invalids Welfare League, made a new appeal to the 
programme’s estimated 20,000,000 viewers recently, 
Walter Callow reported from his bed at Camp Hill 
Veterans’ Hospital. 

Raymond Lawson, Canadian consul general in New 
York City, appeared on the programme to tell the United 
States public of the work carried out by the league and 
of the man who founded it, despite his being blind, 
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paralyzed and legless. Mr. Lawson’s appearance marked 
the second time in two weeks that the work of Callow 
had been revealed to television audiences in the United 
States. Earlier John Fisher, Canadian radio reporter, 
appeared on the programme and won $500 for the 
league in a special quiz. Since that time, said Walter 
Callow, a total of $3,100 has been received in Halifax 
from persons who saw the show. All but $1,200 of this 
came from United States citizens. The $1,200 came from 
an Ontario couple, Mr. and Mrs. W. E, Corman, who 
donated $700, and from Mr. Lawson, who donated $500. 


The need for a new hospital for the chronic and 
mentally ill was one of the top items on the agenda of 
Halifax’s new city council’s first meeting. 


Dr. Allan R. Morton, Health Commissioner, gave the _.. 


Safety Committee a picture of the city’s hospital needs 
following a visit to the Halifax County Home where 70 
patients are being maintained, a charge to the city. 

Dr. Morton said the situation regarding chronic ill- 
ness and care of the aged and senile, along with the 
care of chronic mental patients, “must be again 
thoroughly surveyed.” He suggested that recommenda- 
tions of a special committee appointed several years ago 
by city council to survey conditions at the City Home 
might be considered in the near future. 

At that time Dr. Clyde Marshall, E. J. Craig and 
Alderman B. O. MacDonald submitted to Council a 
comprehensive finding which recommended that a 
separate hospital be built for the chronic and mentally 
ill and that major improvements be made to the City 
Home. 


The wives of members of the Halifax Medical Society 
held their annual reception and dinner in the Bedford 
Room of the Nova Scotian Hotel in May. Those arrang- 
ing the programme were Mrs. E. F. Ross, Mrs. C. L. 
Gosse and Mrs. Peter O. Hebb. 


Dr. W. P. Warner, Director General of Treatment 
Services for the Department of Veterans Affairs, visited 
Camp Hill Hospital and Dalhousie University medical 
school early in July. An evening meeting, which was 
largely attended by Halifax doctors, was held at Camp 
Hill Hospital: and addressed by Dr. Warner. 


Dr. C. E.- Marshall of Australia has been appointed 
Associate Professor of Pathology in the Dalhousie Uni- 
versity Medical -School. 


A consignment of radioactive gold arrived in Halifax 
early in July to be used on selected patients under the 
direction of Dr. J. E. Stapleton, radiotherapist at the 
Victoria General Hospital. 


Miss Christine Livingston, Director in Chief of the 
V.O.N. for Canada, addressed the nurses of the Nova 
Scotia branches at the Lord Nelson Hotel early in June. 
Her topic was “An unchanging purpose in a changing 
world.” Miss Livingston said earlier work of the V.O.N. 
had been concerned with mothers and babies, but today 
only one-third of the nurses’ time is spent on them. 
V.O.N. continues its purpose, though in augmenting 
other health programmes; most of the patients treated 
are over 65. C. M. Hartow 


ERRATUM 


In the Editorial Comment, “Barbiturate and Morphine 
Antagonists” on page 137 of the July 15, 1955 issue, 
the word “grams” in the sentence hediewien, “With 
DAPT it is ible to give 1-2 grams of morphine. . .” 
should have been “grains.” 
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BOOK REVIEWS 


ATLAS OF TUMOR PATHOLOGY 


Section II, Fascicle 5, TUMORS OF THE 
SOFT TISSUES, A. P. Stout, Professor of 
Pathology, Columbia University, College of 
Physicians and Surgeons, New York City, 138 
pp., illust., $2.00, 1953; Section IV, Fascicle 
11, TUMORS OF THE MAJOR SALIVARY 
GLANDS, F. W. Foote Jr., Attending Path- 
ologist, and E. L. Frazell, Associate Attending 
Surgeon, both at the Memorial Center for 
Cancer and Allied Diseases, New York City, 
149 pp., illust., $1.50, 1954; Section VI, 
Fascicle 21, TUMORS OF THE STOMACH, 
A. P. Stout, 104 pp., illust., $1.75, 1953; Sec- 
tion VI, Fascicles 23 and 24, TUMORS OF 
THE RETROPERITONEUM, MESENTERY 
AND PERITONEUM, L. V. Ackerman, Pro- 
fessor of Pathology and Surgical Pathology, 
Washington University School of Medicine, St. 
Louis, Missouri, 136 pp., illust., $1.50, 1954. 
Armed Forces Institute of Pathology, Subcom- 
mittee on Oncology, Committee on Pathology, 
National Research Council, Washington, D.C. 


It is the purpose of these fascicles, or rather of this 
atlas, to serve as a reference as well as a practical guide 
in the broad field of tumour pathology. The principa 
original contributions are a collection of shaken 
black and white or in colour, which preserve sufficient 
of the detail and subtle differences to make the repro- 
ductions recognizably similar to actual gross or micro- 
scopical specimens. The material is presented in a read- 
able style and includes information from the many 
medical disciplines in order to portray each syndrome— 
the etiology as well as the pathology. This literature is 
of vital importance to the pathologist, yet the variety of 
modes of presentation ats nomenclature tend to make 
it a wilderness to the surgeon, and possibly also to the 
pathologist. Pathology is a dynamic subject. Medicine 
is continually changing its contours, and the pathologist, 
if he is to fulfil his proper function, must be prepared 
to direct his energies upon new points within that field 
as they rise into prominence, but at the same time to 
keep the whole field under survey. The fascicles seem 
to fulfil these criteria better than any previous 
publication. 


CARDIAC ANOMALIES 


A Clinicopathologic Correlation. V. Moragues, 
Associate Professor of Pathology, Creighton 
University School of Medicine, and C. P. Lynx- 
wiler, Assistant Professor of Pediatrics, St. 
Louis University School of Medicine, St. Louis. 
92 pp. illust. $6.50. The Williams and Wilkins 
Company, Baltimore, Maryland; Burns & 
MacEachern, Toronto, 1954. 


This is an atlas of the commoner congenital heart 
anomalies, presented under the following headings: mal- 
positions, defects of the septa, valvular anomalies, anom- 
alies of the truncus, transposition, anomalies of the 
aortic arch and Ebstein’s malformation. There is a 
brief discussion of the mechanisms of circulatory adap- 
tation. A short clinical description, an electrocardiogram 
(unfortunately usually only the limb leads) and often 
a picture of the specimen accompany the roentgenogram. 
An unusual feature is the showing of photomicrographs 
of lungs and great vessels of some cases. The low magni- 
fication limits the amount of information obtainable in 
this way. Line drawings have been used to advantage 
in some gases. This is a fairly satisfactory though limited 
presentation of a complex subject and must be used in 
conjunction with a standard text. 
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MEDICAL HISTORY OF THE SECOND 
WORLD WAR 


The Royal Air Force Medical Services. Volume 
1, Administration. Edited by S. C. Rexford- 
Welch, Squadron Leader, The Royal Air Force 
Medical Services. 611 pp. Illust. 70/-. Her 
an Stationery Office, London, England, 
1954. 


This is the first of three volumes to describe the history 
of the Medical Branch of the Royal Air Force in World 
War II. Briefly, this describes the task of providing 
medical, dental and nursing attention for more than a 
million members of the Royal Air Force and Women’s 
Auxiliary Air Force scattered throughout the world. 
The story begins with a survey of the early history 
of the formation of the Royal Flying Corps (later 
the Royal Air Force) from 1911 to 1919. The 
medical, nursing and dental services are described, 
followed by an account of the hospitals and the special 
services. The latter is perhaps the most interesting chap- 
ter in the whole volume. Plastic surgery and burns 
treatment, in many ways peculiar to the R.A.F., advanced 
beyond belief during the war. The completely new ap- 
proach to rehabilitation is given from both the clinical 
aspect and that of hospital discipline. The associated 
ssbiects of hygiene, sanitation and accommodation are 
described and special problems like dysentery, malaria 
and yellow fever examined. Of particular interest is the 
account of the Naples typhus outbreak. Medical equip- 
ment and supplies necessitated a great deal of planning, 
while special medical facilities had to be provided be- 
cause of the large-scale introduction of women, the sub- 
stitution of W.A.A.F. for R.A.F. personnel. 

This volume gives perhaps the first authoritative nar- 
rative of the evacuation of the sick and wounded by air. 
It summarizes the lessons learned, discusses the types of 
patients suitable and unsuitable for air evacuation, and 
gives examples of good and of poor organization. The 
operation of the air-sea rescue organization is outlined, 
with emphasis on medical arrangements for dealing with 
problems of exposure. Medical aspects of trooping are 
dealt with from both the medical and administrative 
angle. Particular reference is made to the troopships 
staffed by the R.A.F. This volume concludes with a 
chapter on prisoners-of-war, description of both German 
and Japanese camps and arrangements for return, re- 
ception and resettlement in both Service and civilian 
life. The potentialities of aerial warfare have assumed, 
particularly since the second world war, such awful and 
devastating proportions that thorough study of this com- 
prehensive R.A.F. story will be both interesting and of 
value as a guide. Furthermore, the editor and contrib- 


utors are to be congratulated on the excellence of all 
presentations. 


LOBOTOMY: A CLINICAL STUDY 


Reported by A. Miller, Clinical Teacher, De- 
partment of Psychiatry, University of Toronto; 
Medical Specialist, Toronto Psychiatric Hos- 
— Monograph No. 1. 107 pp. illust. Pub- 
ished by Ontario Department of Health, 1954. 


This monograph is the report of the lobotomy research 
project initiated in 1948 by a group of psychiatric, neuro- 
surgical and related specialists in the Province of 
Ontario. It reports on patient material chosen from the 
Provincial mental hospitals. 

The booklet is arranged in thirteen chapters written 
by contributing specialists. Nine of them are by Dr. 
Miller and deal primarily with the psychiatric aspects 
of the project. The others are by Dr. K. G. McKenzie 
(neurosurgical technique), Dr. A. Bonkalo (electro- 
encephalographic investigation in lobotomy study) and 
Dr. H. Wideman (psychological investigations in the 
lobotomy study). The subject matter is well arranged 
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and clearly illustrated. A good selected bibliography is 
included, but is general and is not related to the text. 
There is no index, nor is there a general conclusion, 
two omissions which decrease the value of the mono- 
graph to the casual reader. ' 

This monograph is an important contribution to the 
growing literature in psychosurgery. It is the most com- 
plete Canadian work on this subject with the exception 
of the excellent papers contributed by the Essondale- 
Vancouver group, reported in Northwest Medicine in 
1948 by A. E. Davidson, R. L. Whitman and F. Turn- 
bull, and in the Canadian Medical Association Journal 
in 1949 by F. Turnbull and A. E. Davidson. 


NERVE BLOCKS 


A Manual of Regional Anesthesia for Practi- 
tioners of Medicine. J. Adriani, Director, De- 
partment of Anesthesiology, Charity Hospital 
of Louisiana; Professor of Surgery, Tulane Uni- 
versity of Louisiana School of Medicine. 265 
pp. illust. $7.25. Charles C Thomas, Spring- 
re Illinois; The Ryerson Press, Toronto, 


There are now a number of books published .on this 
subject and on different aspects of it. This particular one 
not only fulfils the author’s aim, namely, to enlighten 
beginners in the study of regional anzsthesia, but also 
acts as a ready reference manual for them once they 
have been initiated. 

It contains details of all the standard blocks and of 
the apparatus and drugs necessary for their performance. 
Each block is described under such headings as definition, 
anatomy, uses, technique, posture, landmarks, procedure, 
complications, and precautions. The method used in the 
description is that of tabulation, easy to read, easy to 
follow and easy to remember. The text includes sections 
on spinal and epidural anesthesia. 

If criticism is to be made, it is that the pen drawings 
are not of the same calibre as the text, and that the 
photographs are poorly reproduced. ’ 


THE SUBNORMAL MIND 


Sir Cyril Burt, Fellow of the British Academy, 
Emeritus Professor of Psychology, University 
of London, England. 391 pp. 3rd ed. $3.00. 
poy University Press, London and Toronto, 


A new edition of this wise and kind book is now out. 
It sprang from a series of lectures which Sir Cyril de- 
livered at London University in 1933. It can be recom- 
mended unhesitatingly and if there are a few additions 
which the reviewer would like to see, these are probably 
only matters of personal preference. For instance, the 
reviewer thinks that space should have been given to 
childhood schizophrenia. Indeed, its omission suggests 
that possibly this new edition has not been as fully 
revised as one would like. But what does so small a 
blemish matter in so excellent a work? Who should read 
this book? Maybe that is the wrong question. Who 
shouldn’t? is the right one. Unfortunately, many who 
ought to won’t . . . surgeons, physicians, iatricians, 
and family doctors should be scrambling for this book. 
Here is vital information about 14% of their trickiest 
patients . . . the moronic, the dim-witted and dullards, 
the subnormal. However, perhaps it is too late to expect 
the over-specialized to take this good advice. So the 
reviewer implores medical students and interns to read 
this book. They will never forget or regret it. A host of 
unexplained medical and surgical problems become very 
much clearer once one realizes that they are occurring 
in the setting of a subnormal mind about which Sir Cyril 
writes so delightfully and instructively. Of course, for 
psychiatrists, psychologists, social workers and those who 
work in mental deficiency, the book is essential. 
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ANTISERA, TOXOIDS, VACCINES: AND 
TUBERCULINS IN PROPHYLAXIS 
AND TREATMENT 


H. J. Parish, Clinical Research Director, Well- 
come Foundation Ltd. 3rd ed. 227 pp. illust. 
$3.60. E. & S. Livingstone Ltd., Edinburgh 
and London; The Macmillan Company of 
Canada Limited, Toronto 2, 1954. 


This is a quite reasonable statement of the general ideas 
on its subject, but very cautious in its trend. A reason- 
able amount of actual procedure is described. The work 
could be useful to a medically trained man who had 
not had too intensive a course in the employment o! 
antisera, toxoids, vaccines and tuberculins in prophy- 
laxis and therapy. 


BONE 


An Introduction to the Physiology of Skeletal 
Tissue. F. C. McLean, Professor Emeritus of 
Pathological Physiology, The University of 
Chicago, and M. R. Urist, Associate Clinical 
Professor of Surgery (Orthopedics), University 
of California, Los Angeles. 181 pp. Illust. $6.00. 
The University of Chicago Press, Chicago 37, 
Illinois; The University of Toronto Press, To- 
ronto, 1955. 


This very readable monograph by two acknowledged 
experts provides an up-to-date review of the physioiogy 
of bone. The excellent illustrations have been well chose. 
and the text provides a model of fine scientific writing. 
The chapters deal with the cellular anatomy and physi- 
ology, structure of organic matrix and bone salt; the 
dynamics of calcification; enzymes involved in the bone 
deposition and bone resorption; hormones and_ bone: 
metabolism of calcium and phosphorus; radiation effects; 
fracture healing and pathologic physiology of bone. Some 
of the most recent results obtained with radioactive iso- 
topes have been included. There is a good bibliography 
and index. This book should become a classic in its 
field, and is an essential for biochemists, physiologists, 
orthopzedists and others who are interested in the physi- 
ology of the skeleton. 


LIVING BONE IN HEALTH AND 
DISEASE 


I, Stein, Assistant Professor of Orthopedic 
Surgery, University of Pennsylvania; R. O. 
Stein, Associate in Orthopedics; avd M. L. 
Beller, Instructor in Orthopedics, Hahnemann 
Medical School, Philadelphia, Pennsylvania. 
510 pp. Illust. $15.00. J. B. Lippincott Com- 
pany, Philadelphia and Montreal, 1955. 


The concept of bone as a labile, metabolically active 
tissue is very much in the limelight at present. This book 
provides a new approach to the study of bone disease 
based on this concept. In section one, the structure of 
bone in relationship to its function is clearly and con- 
cisely summarized. In section two, which is the body of 
the book, the various diseases characterized by deranged 
bone function are classified and described. The chapter 
on Paget’s disease (a hobby of the author’s) is especially 
good and is worth reading in itself. In an arrangement 
such as this, a discussion of fracture healing and bone 
grafting naturally has no place, In this respect it is a 
little surprising to find benign and malignant bone 
tumours discussed in some detail—these diseases do not 
properly fall under the category of altered bone function 
—and this part of the book could well have been 
omitted. The third section is devoted to a diagnostic 
classification of bone disease. This is of academic in- 
terest, but of limited practical value. 
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This book is worth having and will be of special value 
to orthopedic surgeons. It is a very creditable effort on 
the part of its authors, and is something of a landmark 
in that it is the first publication in this field prepared 
by clinical surgeons. 


THE CEREBROSPINAL FLUID 


S. Lups, Medical Director, Municipal Hospital, 
Rotterdam, The Netherlands, and A. M. F. H. 
Haan, Head of the Biochemical, Cytological 
and_ Bacteriological Laboratory, Sanatorium 
“Oranje Nassau’s Oord,” Renkum, The Nether- 
lands. 350 pp. Illust. $9.50. Elsevier Publishing 
Company, Amsterdam, The Netherlands and 
Houston, Texas, 1954. 


Although examination of the cerebrospinal fluid for diag- 
nostic purposes dates back to the beginning of the 
20th century, and many excellent articles and a few 
monographs on this subject have been written, we still 
do not understand fully its various physiological and 
pathological aspects. Lups and Haan in their monograph 
on the cerebrospinal fluid present a critical appraisal of 
newly accumulated data. This book can be divided into 
the following parts: (1) pertinent anatomy and physiol- 
ogy; composition of the cerebrospinal fluid; (2) labora- 
tory findings in the CSF in various neurological dis- 
orders and also in certain diseases of the internal organs; 
(3) laboratory techniques used in the examination of 
the cerebrospinal fluid. 

Perhaps the greatest general benefit which the reader 
will derive is his realization of the importance of de- 
tailed chemical analysis of the CSF in various disorders 
affecting the nervous system directly or indirectly. It 
would have been advantageous to research workers if 
the authors had indicated more frequently whose _in- 
vestigations led to certain of their conclusions. This is 
of special importance in the part dealing with CSF find- 
ings in different diseases, as certain data are still contro- 
versial., 

Many American readers will be glad to learn some 
new laboratory tests unfamiliar to them; others will re- 
gret the absence of a review of work done on CSF with 
paper chromatography and on the copper content. 

The English is at times difficult to follow. The re- 
placement of the term “spinal cord” by “spinal marrow 
seems unjustified and confusing. 

This book is highly recommended for those for whom 
it was intended: practising physicians, medical students 
and laboratory technicians. 


FORCEPS DELIVERIES 


E. H. Dennen, Professor of Obstetrics and 
Gynecology, Director of Department and At- 
tending Obstetrician, New York Polyclinic 
Medical School and Hospital, New York. 228 
py Tilust. $7.25. F. A, Davis Company, Phila- 
delphia; The Ryerson Press, Toronto, 1955. 


Dr. Dennen’s book is highly recommended to students, 
practitioners and specialists. A number of the most 
popular obstetrical forceps in use today are described. 

The Hawks-Dennen forceps with the perineal curve 
for axis traction is much the same in principle as that 
designed by John Dauber, Assistant Physician to The 
Hospital for Women, Soho, in about 1894. 

The book deals with the station of the head in the 
pelvis and asynclitism in a very practical way. It is 
pointed out that the Kielland, Mann and Dennen’s 
forceps are especially good for the anterior rotation of 
transverse arrests. The sliding lock of the two former 
mentioned forceps allows excellent accommodation for 
the asynclitism. 

It is not often that the reviewer sees a book so 
thorough and so descriptive in the choice, use, technique 
of application, and advantages of the different forceps in 
all situations as that of Dr. Dennen. 
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“She was often depressed, 
dissatisfied and unhappy ... 
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POLIOMYELITIS 


World Health Organization: Monvograph 
Series, No. 26. 408 pp. Illust. $8.00. World 
Health Organization, Palais des Nations, Gen- 
eva, 1955. 


This symposium on poliomyelitis is a recent publication 
in the World Health Organization Monograph Series. 
In this excellent publication, very extensive endeavours 
are reported in detail and with clarity. The most inter- 
esting aspects of the epidemiological behaviour of polio- 
myelitis are discussed; the importance of this research 
is self-evident. All clinicians will find the chapters on the 
clinical aspects of the disease a most complete review 
and will appreciate the importance attached to the man- 
agement or cases of respiratory and bulbar paralysis. 
This section should be read by all physicians who may 
become responsible for the care of such patients. The 
complications arising in such life-threatening cases are 
emphasized. Biochemical aspects of bulbar and respira- 
tory poliomyelitis, the evolution and regression of res- 
piratory insufficiency and mechanical respiration are 
subjects covered in detail and their extreme importance 
is stressed. 

In the section on virology, leading research workers in 
this field have recorded the results of their efforts. 
Special reference is made to tissue culture techniques 
and their status in the study of poliomyelitis viruses. 
World authorities on immunology of the disease reveal 
the steps that have led to our present degree of hope 
for the success of vaccination. The monograph con- 
cludes with a chapter on public health measures in the 
control of this disease. 

The contributors to this WHO Monograph are to be 
commended for their work in the world-wide effort to 
eradicate poliomyelitis. 


FUNDAMENTAL CONSIDERATIONS 
IN ANAESTHESIA 


C. L. Burstein, Chief Department of Anes- 
thesiology, The Hospital for Special Surgery, 
New York. 219 pp. IIllust. 2nd ed. $5.50. The 
a Company, New York and Toronto, 
1955. 


As the title of this small book implies, it contains mate- 
rial which is fundamental to the practice of anesthesia. 
Just as the first edition was read with advantage b 
many either studying or practising anesthesia, so will 
the edition under review find its place. 

The book, which in the main describes the effects 
upon the respiratory and circulatory system of anes- 
thesia under varying conditions, has been brought up 
to date by the addition of procedures which have been 
current since 1947. 
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The initial chapters on respiration and circulation are 
essentially unaltered. The section on shock has been 
enlarged and it includes discussion of the present posi- 
tion of ACTH, cortisone and adrenal cortical extract in 
shock prevention and treatment, while the use of Dextran 
is included. The anesthetic management of shock, 
which was well described in the first edition, has been 
modified ane to the experimental work of Zweifech 
and others. The chapter on cardiac arrhythmias has been 
expanded and more fully illustrated. A new chapter has 
been added under the heading of acute circulatory 
arrest wherein the types, their prevention and treatment 
are reviewed. The final two chapters of this edition are 
new and in them are described the skeletal muscle re- 
laxants and autonomic ganglion blockade. Each is ex- 
plicit and well illustrated. 

As in the first edition, the references follow each 
chapter. In this edition, the chapter and section titles 
are better produced. 

This book can be recommended as strongly as was the 
first edition. 


REACTIONS WITH DRUG THERAPY 


H. L. Alexander, Emeritus Professor of Clinical 
Medicine, Washington University Medical 
School, St. Louis, Missouri. 301 pp. IIlust. 
$7.50. W. B. Saunders Company, London and 
Philadelphia, 1955. 


With drug reactions on the increase, and the advent of 
more and more new synthetic compounds for therapeutic 
use, this small volume by Dr. Harry Alexander should 
be very welcome. The book has 18 chapters and includes 
listings of all currently used drugs in addition to those 
less frequently resorted to. Reactions to pollen extracts, 
seeds and oils are also discussed. The main purpose of 
the book is to reduce what appears to be a rather com- 
plex diagnostic problem to one of simpler terms, and 
this is largely achieved. 

The similarity of the various reactions regardless of 
the type of medication used is emphasized, and the 
underlying mechanisms are well discussed. Included in 
this bdok are the basic chemical formulz of well-known 
sensitizing agents, showing the relationship of various 
chemical radicals to potential sensitizing capacity. The 
more recent knowledge of the probable immune mech- 
anisms is considered in relation to haptens, and the 
capacity of compounds of small molecular weight to act 
as antigens. 

Although the title of the book refers to all types of 
reactions to drugs, an attempt is made to differentiate 
between those on an allergic basis and other forms. The 
volume is well written and has an excellent biblio- 
graphy. It is recommended for anyone dealing with the 
administration of therapeutic agents. General principles 
of treatment are included. 
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THE ROOTS OF CRIME 


Edited by the late Sir Norwood East, formerly 
Lecturer on Forensic Psychiatry, Institute of 
Psychiatry, Maudsley Hospital; formerly H.M. 
Commissioner of Prisons, Inspector of Retreats 
under the Inebriate Acts. 181 pp. $6.00. But- 
terworth %¢ Co. (Publishers) Ltd., London, 
England; Butterworth & Co. (Canada) Ltd., 
Toronto, 1954. 


This book of 170 pages consists of six contributions by 
psychiatrists, a probation officer and a police magistrate. 
The opening contribution by the late Sir Norwood East 


deals with legal and medical advances in criminology. _. 


While the laws involved are British there is enough 
similarity to Canadian conditions to make interesting and 
comparative reading. 

All contributions are excellent, but of special interest 
are chapter 3, a clinical contribution by Peter Scott de- 
scribing the “spiv’ who seems very similar to the 
Canadian zoot suiter, and chapter 5 by W. Clifford on 
‘The Role of Probation in the Treatment of Offenders.” 

The book will especially interest those concerned with 
court work but makes good general reading for the 
profession. 


MANAGEMENT OF ADDICTIONS 


Edited by E. Podolsky, Department of Psy- 
chiatry, Kings County Hospital, Brooklyn, New 

* York. 413 pp. $7.50. The Philosophical Library, 
Inc., New York, 1955. 


Physicians desiring to have an up-to-date and authorita- 
tive text on the management of addictions will not find 
it in this volume, as the title is definitely misleading. 
The editor has merely selected 35 previously published 
papers on alcoholism and drug addiction, written by 
very competent investigators, and has put them between 
covers as an anthology. Most of the papers are related 
to the diagnosis and treatment of addiction states (26 
on alcohol) but they are unrelated to each other. Most 
of them were published more than four years ago. 
Naturally, the bibliography accompanying each paper 
refers only to still earlier publications, so that none of the 
recent voluminous literature is even mentioned. The 
editor does not so much as indicate the source of each 
paper or its date of publication, although he expresses 
his collective thanks to the editors of the scientific 
journals in which they originally appeared. The reader 
might easily be misled into thinking that each “chapter” 
was written especially for this volume. The individual 
papers stand on their own merits, but there is no merit 
in this method of re-publication. 


CURRENT THERAPY 1955. 


Latest Approved Methods of Treatment for the 
Practising Physician. Edited by H. F. Conn. 
692 pp. $11.00. W. B. Saunders Company, 
London and Philadelphia, 1955. 


This review of the latest approved methods of treatment 
for the practising physician is concise, comprehensive and 
accurate, The intelligent arrangement, broad type and 
spacious format make reference a pleasure. 
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A HANDBOOK OF FIRST AID AND 
BANDAGING. 


A. D. Belilios, Lecturer, Wimbledon Technical 
College, England; D. K. Mulvany, Surgeon 
Hospital of St. John and St. Elizabeth, London; 
and K. F. Armstrong, formerly Sister Tutor, 
King’s College Hospital, London, and Editor of 
the “Nursing Times”. 463 pp. Illust. 4th ed. 
$1.45. Bailliére, Tindall and Cox, London; The 
Macmillan Company of Canada Limited, Tor- 
onto, 1955. 


This handy-sized volume is a very comprehensive text- 
book for the first-aider. The contents are fully but not 
tediously explained in easily understood language. It is 
perhaps too long for first-aid courses as_ usually given 
in the past to lay people, but it is timely that an en- 
deavour be made to more thoroughly instruct a body of 
really capable first-aid workers. The basic, elementary 
treatment of fractures, hemorrhage, etc. is given, but 
more elaborate treatment for the more experienced first- 
aider is also included. Great care has been taken however 
to impress on readers the dangers of first-aiders doing 
more than is immediately adequate to save life, prevent 
further injury and give comfort. 


PATOLOGIA DEL ESTOMAGO OPERADO 


(Postoperative Gastric Pathology ) 
Segundo Congreso Argentino de Gastroentero- 
logia. 482 pp. Illust. Editorial Universitaria, 
Paraguay 2074, Buenos Aires, 1954. 


It is a great pity that the publication of this volume in 
Spanish will prevent study of its contents by most sur- 
geons in Canada, for it contains a great deal of informa- 
tion and discussion on various aspects of physiology and 
pathology in the gastrectomized. It is in fact a transcript 
of the Second Argentine Congress of Gastroenterology 
in 1953, and covers not only papers but also round-table 
discussion on such topics as the radiological changes and 
gastroscopic appearances after gastrectomy, the immedi- 
ate and remote complications, and the repercussions of 
gastrectomy on the biliary tract and adrenal cortex. 


STAMMER IS NOT NERVES 


(Stammering and its Cure) 

H. V. Hemery, Lecturer in Stammering and 
Tutor to the Practical Speech Correction Classes 
for Stammerers, The Evening Department of 
Adult Education, Goldsmiths College, New 
Cross, London, S.E. 14, England. 67 pp. Illust. 
The School for Functional Speech Disability, 
London, England, 1955. 


The initial chapter of this monograph is devoted to the 
elementary presentation of the physiology of normal 
speech, The remaining chapters are concerned with the 
problem of stuttered speech (or stammering as the author 
designates the disorder). 

With no trouble at all Mr. Hemery makes generaliza- 
tions about stuttering while refuting other theories. When 
postulating his own theory he insists upon the highly 
individualistic character of “a basic physiological error” 
in the stutterer. The nature of this basic disturbance, 
however, is quite elusive throughout the publication. The 
chapters devoted to treatment are almost equally 
vague. The “Hemery Method” is advocated, and evi- 
dently this is the cl dapulion approach, long known to 
be a superficial and mechanistic method of attempting to 
treat the highly complex disorder of stuttering. We are 
not surprised, therefore, to learn that the author’s qualifi- 
cation is that of a music teacher rather than that of a 
speech pathologist. One wonders how familiar Mr. 
Hemery is with the vast amount of research and clinical 
studies published in this area. 











TRANSACTIONS 


of the 


EIGHTY-EIGHTH ANNUAL MEETING 


of the 


Canadian Medical Association 
HELD IN TORONTO JUNE 17 - 24, 1955 


THE EIGHTY-EIGHTH ANNUAL MEETING of the Canadian Medical Association was held conjointly 
with the 123rd Annual Meeting of the British Medical Association and the 75th Annual Meeting of the 
Ontario Division in the Royal York Hotel, Toronto, June 17-24, 1955, The Conjoint Meeting 
was preceded by the Fourth British Commonwealth Medical Conference, June 14-16, with dele- 
gates attending from Australia, Canada, Ceylon, India, Ireland, New Zealand, Pakistan, South Africa, 
Southern Rhodesia and the United Kingdom. The holding of the Annual Meeting of the British 
Medical Association in Canada was an event to which the Canadian Medical Association had long 
looked forward, and the presence of 370 members and 100 ladies from overseas was much appreciated. 
This represents the fourth occasion when Canadians have had the honour of welcoming the British 
Medical Association, being preceded by joint meetings in Montreal in 1897, in Toronto in 1906 and 
in Winnipeg in 1930. The contributions of a large number of distinguished doctors from the United 


Kingdom to the scientific programme added greatly to its interest, and was one noteworthy feature 


of a medical week crowded with events of interest, 


The registration of 3,100 C.M.A. members, 
370 B.M.A., 1,000 Canadian ladies, 100 lady 
guests from overseas, 500 representatives of ex- 
hibiting firms and 50 accredited press representa- 
tives, made this the largest medical meeting ever 
held in Canada. 

At the Adjourned Annual General Meeting of 
the British Medical Association held on the 
evening of Monday, June 20, the Toronto 
Banner was presented by Dr. G. F. Strong, 
President of the C.M.A., to Sir John McNee, 
President of the B.M.A. The latter then installed 
his successor, Dr. T. C. Routley, in the office of 
President of the British Medical Association, and 
Mrs. Routley was invested with the President's 
Lady’s Badge by Lady McNee, The President's 
Address was delivered by Dr. Routley, to whom 
a vote of thanks was proposed by Dr. Ian D. 
Grant, Chairman of the Representative Body. 

The Annual Dinner of the Ontario M@dical 
Association was held on Tuesday, June 21, and 
was attended by a capacity audience of mem- 
bers and guests. Dr. M. O. Klotz, of Ottawa, was 
installed in the office of President of the Ontario 
Medical Association by his predecessor, Dr. R. M. 
Mitchell. Life Membership in the Division was 
conferred on Dr. J. T, Phair, Toronto; Dr. F. A. 
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Brockenshire, Windsor; Dr. F. S. R. Forster, 
Stratford and Dr. Walter Dales, Sudbury. Fol- 
lowing the President’s Reception a monster 
square dance was enjoyed by an enthusiastic 
crowd of participants. 

On Wednesday evening, June 22, the Annual 
General Meeting of The Canadian Medical As- 
sociation was convened at 8.30 p.m., in the 
Concert Hall of the Royal York Hotel. The plat- 
form party included representatives of church, 
government and university, as well as representa- 
tives of the Commonwealth Medical Associations 
and the American Medical Association and the 
officers and senior members of The Canadian 
Medical Association. 

Dr. G. F. Strong, President of The Association, 
conferred Senior Membership on the following, 
who were present to receive the honour: 

Dr, W. T. Connell, Kingston; Dr, E. G. Turn- 
bull, Barrie; Dr. George Hall, Montreal; Dr. W. 
L. Muir, Halifax and Dr. J. A. MacPhee, Sum- 
merside. 

Senior Membership was conferred in absentia 
on the following who were unable to attend: 

Dr. H. H. Murphy, Victoria; Dr. R. R. Procter, 
Edmonton; Dr, D. S. Johnstone, Regina; Dr, F. 
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T. Cadham, Winnipeg; Dr. A. R. Landry, Monc- 
ton and Dr. D. G. Jamieson, St. John’s. 

In a brief business session the General Secre- 
tary presented the amendments to the By-laws 
and it was 


Moved by Dr. R. W. Richardson 
seconded by Dr. E. K. Lyon and carried 


That the amendments to the By-laws of The 
Canadian Medical Association as recom- 
mended by the Committee on By-laws, pub- 
lished in the May 15 and June 1 issues of 


The Canadian Medical Association Journal,. 


and concurred in by the General Council, be 
adopted by the Annual Genera] Meeting, 


The President then fittingly introduced his 
successor, Dr. T. C. Routley, and installed him in 
the office of President of The Canadian Medical 
Association, Dr, Routley presented a brief in- 
augural address and invested Dr. Strong with the 
Past President's Badge. 

Dr. N. H. Gosse, Chairman of the General 
Council, paid eloquent tribute to Dr. H. E. 
MacDermot, who retired as Editor of The Cana- 
dian Medical Association Journal and presented 
him to receive a gift from The Association at the 
hands of the newly installed President. Dr. Mac- 
Dermot made a suitable reply on behalf of Mrs. 
MacDermot and himself. 

Following the meeting the guests were re- 
ceived by Dr. and Mrs, Routley, Dr, and Mrs. 
J. R. Lemieux and Dr. and Mrs. G, F. Strong, 
President, President-Elect and Immediate Past 
President respectively. 

The Annual Dinner of the British Medical 
Association on Thursday evening, June 23, was 
an imposing function, when over one thousand 
persons dined in the Concert Hall and the Ball- 
room of the Royal York Hotel. Under the chair- 
manship of the President, Dr. 'T. C. Routley, a 
programme of toasts was carried out with dis- 
patch. After the loyal toast to Her Majesty the 
Queen, the Honourable Paul Martin, Minister of 
National Health and Welfare, proposed the 
health of the British Medical Association, coupled 
with the name of the President. Dr. Routley 
replied and shortly after was honoured by his 
classmates of 1T5, who presented him with a 
silver tray to mark the occasion. The toast to 
the guests was proposed by Dr. E, A, Gregg, 
Chairman of Council, and replied to by Dr. 
Sidney Smith, President of the University of 
Toronto, and by Dr. A. J. Walker Wilkins, Presi- 
dent of the Medical Association of Southern 
Rhodesia. 


GENERAL COUNCIL 


The General Council met in the Royal York 
Hotel on Friday and Saturday, June 17 and 18. 
The following delegates or alternates ariswered 
the roll call: 
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Drs. J. F. C. Anderson, Saskatoon, Sask.; Walter S. 
Anderson, Edmonton, Alta.; J. Fenton Argue, Ottawa, 
Ont.; A. W. Bagnall, Vancouver, B.C.; Murray M. Baird, 
Vancouver, B.C.; W. W. Baldwin, Brooklin, Ont.; A. R. 
Birt, Winnipeg, Man.; J. Howard Black, Vancouver, B.C.; 
E. W. Boak, Victoria, B.C.; Wm. Bramley-Moore, Ed- 
monton, Alta.; B. S. W. Brown, Granby, P.Q.; C. W. 
Burns, Winnipeg, Man.; R. C. Burr, Kingston, Ont.; W. 
S. Butler, North Bay, Ont.; G. D. W. Cameron, Ottawa, 
Ont.; J. P. Carette, Campbellton, N.B.; H. B. Church, 
Aylmer East, P.Q.; D. M. Cochrane, River Hebert, N.S.; 
J. L. Coltart, Vancouver, B.C.; W. G. Colwell, Halifax, 
N.S.; G. E. Craig, Montreal, P.Q.; E. F. Crutchlow, 
Montreal West, P.Q.; J. C. C. Dawson, Peterborough, 
Ont.; George Dewar, Charlottetown, P.E.I.; E. F. Donald, 
Edmonton, Alta.; M. S. Douglas, Windsor, Ont.; R. S. 
Duggan, Niagara Falls, Ont.; G. R. F. Elliot, Vancouver, 
B.C.; H. T. Ewart, Hamilton, Ont.; W. R. Feasby, 
Toronto, Ont.; G. G. Ferguson, Vancouver, B.C.; T. L. 
Fisher, Ottawa, Ont.; F. W. Fitzgerald, Lachute, P.Q.; 
G. R. Forbes, Kentville, N.S.; P. O’D. Gallagher, St. 
John’s, Nfld.; J. A. Ganshorn, Vancouver, B.C.; Henry 
L. C, Garner, Moose Jaw, Sask.; C. L, Gass, Sackville, 
N.B.; Léon Gérin-Lajoie, Montreal, P.Q.; S. S. B. Gilder, 
Toronto, Ont.; Norman H. Gosse, Halifax, N.S.; Duncan 
Graham, Toronto, Ont.; James H. Graham, Ottawa, Ont.; 
Wallace Graham, Toronto, Ont.; H. G. Hall, Toronto, 
Ont.; G. W. Halpenny, Montreal, P.Q.; W. K. Hames, 
Kenton, Man.; M. C, Harvey, Kitchener, Ont.; D. A. 
Harvie, Collingwood, Ont.; C. M. Johnston, Port Arthur, 
Ont.; G. C, Johnston, Vancouver, B.C.; J. E. Josephson, 
St. John’s, Nfld.; A. T. Jousse, Toronto, Ont.; A. D. Kelly, 
Toronto, Ont.; H. G. Kelly, Kingston, Ont.; M. O. Klotz, 
Ottawa, Ont.; T. A. Laidlaw, Charlottetown, P.E.L.; 
Sylvio LeBlond, Chicoutimi, P.Q.; C. L. LeGrow, 
Channel-Port-aux-Basques, Nfld.; P. O. Lehmann, Van- 
couver, B.C.; J. R. Lemieux, Quebec, P.Q.; D. Sclater 
Lewis, Montreal, P.Q.; E. K. Lyon, f.eamington, Ont.; 
R. Lyons, Winnipeg, Man.; W. E. Martin, Toronto, Ont.; 
E. S. Mills, Montreal, P.Q.; R. M. Mitchell, Sudbury, 
Ont.; H. V. Morgan, Calgary, Alta.; H. S. Morton, 
Montreal, P.Q; R. H. McCreary, Arnprior, Ont.; H. E. 
MacDermot, Montreal, P.Q.; M. R. Macdonald, Halifax, 
N.S.; M. T. Macfarland, Winnipeg, Man.; James Mc- 
Grath, St. John’s, Nfld.; J. McKenty, Winnipeg, Man.; 
A. G. MacLeod, Dartmouth, N.S.; J. Wendell Macleod, 
Saskatoon, Sask.; J. A. McMillan, Charlottetown, P.E.L; 
W. J. P. MacMillan, Charlottetown, P.E.I.; J. R. Macneil, 
Glace Bay, N.S.; G. T. McNeill, Carberry, Man.; Cluny 
MacPherson, St. John’s, Nfld.; J. P. O'Donnell, Vancouver, 
B.C.; S. A. Orchard, Saskatoon, Sask.; R. M. Parsons, Red 
Deer, : Alta.; G. W. Peacock, Saskatoon, Sask.; A. F. W 
Peart, Toronto, Ont.; Carleton B. Peirce, Montreal, P.Q.; 
P. Potoski, Yorkton, Sask.; Arthur Powers, Hull, P.Q.; T. 
J. Quintin, Sherbrooke, P.Q.; R. W. Richardson, Winni- 
peg, Man.; J. B. Ritchie, Regina, Sask.; Jean L. Rochefort, 
Montreal, P.Q.; E. F. Ross, Halifax, N.S.; T. C. Routley, 
Toronto, Ont.; Glenn Sawyer, Toronto, Ont.; S. M. 
Schmaltz, Lethbridge, Alta.; W. deM. Scriver, Montreal, 
P.Q.; J. H. Shaw, Charlottetown, P.E.I.; L. J. Shepley, 
Chatham, Ont.; R. J. Simms, St. John’s, Nfld.; George F. 
Skinner, Saint John, N.B.; Hartley Smith, Winnipeg, 
Man.; Armand H. Sormany, Edmundston, N.B.; J. F. 
Sparling, New Westminster, B.C.; C. B. Stewart, Halifax, 
N.S.; G. F. Strong, Vancouver, B.C.; L. J. Sutherland, 
Owen Sound, Ont.; Adelard Tetreault, Three Rivers, P.Q.; 
C. L. Tisdale, Prince Albert, Sask.; W. F. Tisdale, Winni- 
peg, Man.; D. A. Thompson, Bathurst, N.B.; R. K. Thom- 
son, Edmonton, Alta.; William B. Tufts, Outlook, Sask.; 
F, A. Turnbull, Vancouver, B.C.; J. G. Turner, Montreal, 
P. Q.; A. F. VanWart, Fredericton, N.B.; J. D. Wallace, 
Wainwright, Alta.; John A. Walsh, Manuels, Nfld.; C. 
H. A. Walton, Winnipeg, Man.; W. P. Warner, Ottawa, 
Ont.; C. M. Warren, Toronto, Ont.; M. M. Weaver, 
Vancouver, B.C.; F. E. Werthenbach, Unity, Sask.; Lorne 
Whitaker, St, Catharines, Ont.; Earl Wight, Montreal, 
P.Q.; George M. White, Saint John, N.B.; F. L. White- 
head, East Riverside, N.B.; Wallace Wilson, Vancouver, 
B.C.; M. A. R. Young, Lamont, Alta. 
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The Chairman, Dr. Norman H. Gosse, wel- 
comed the members of the General Council, 
among whose members there were, for the first 
time, accredited representatives of the affiliated 
national medical societies. He referred to the 
presence of officers and officials of the British 
Medical Association and to the representatives of 
the national medical associations of the Common- 
wealth countries. Several such representatives 
who were present at the opening session were 
introduced to the General Council. 

The Chairman referred to the preparations for 
this Annual Meeting and introduced the Presi- 
dent-Elect, Dr. T. C. Routley, in his capacity as 
Chairman of the Committee on Arrangements. 
Dr. Routley paid tribute to the work of the 
local committees and expressed the hope that all 
members and visitors would retain happy mem- 
ories of the Toronto meeting. 

Recalling the usefulness of the Committee on 
Resolutions which had functioned at the last 
meeting of the General Council, the Chairman 
recommended that such a committee be appoint- 
ed for this meeting. 


It was moved by Dr. W. deM. Scriver, 
seconded by Dr. G. W. Halpenny, 


THat a Committee on Resolutions be set up, 
composed of Dr. H. T. Ewart, Chairman, Dr. C. 
L. Gass and Dr. M. A. R. Young. Carried. 


REPORT OF THE COMMITTEE 
ON ARCHIVES 


Mr. Chairman and Members of General Council: 


1. Your Committee reports with deep regret the 
loss by death of the following members during the past 
year: 

Drs. R. A. Archambault, Lachine, P.Q.; David W. 
Archibald, Sydney Mines, N.S.; John C. Ball, St. 
Catharines, Ont.; W. G. Beaton, Winnipeg, Man.; H. A. 
Beatty, Toronto, Ont.; W. H. Birks, Bowmanville, Ont.; 
Ben Brachman, Regina, Sask., Frederick J. Buller, Van- 
couver, B.C.; Philip Burnett, Montreal, P.Q.; J. M. 
Burnett, Vancouver, B.C.; Clarence G. Campbell, Van- 
couver, B.C.; E. A. Campbell, Vancouver, B.C.; P. M. 
Campbell, Lethbridge, Alta. (Senior Member C.M.A.); 
R. C. Coatsworth, Toronto, Ont.; M. G. J. Cody, Calgary, 
Alta.; W. M. Connell, Wingham, Ont.; K. E. Cooke, 
Hamilton, Ont.; R. J. Cooke, Regina, Sask. (Senior 
Member, C.M.A.); E. S. Copeman, Simcoe, Ont.; F. A. 
Corbett, Regina, Sask. (Senior Member, C.M.A.); James 
R. Cox, Windsor, Ont.; Roy J. Coyle, Windsor, Ont.; F. 
C. Day-Smith, Vancouver, B.C.; A. Desgroseilliers, 
Beauharnois, P.Q. (Senior Member, C.M.A.); J. C. 
Diamond, Fort William, Ont.; E. D. Dickie, Liverpool, 
N.S.; Ernest Dumont, Campbellton, N.S.; E. F. J. 
Dunlop, Bridgewater, N.S.; J. C. Dunlop, Exeter, Ont.; 
W. H. Eagar, Wolfville, N.S. (Life Member of Nova 
Scotia Division); G. N. L. Earle, Omemee, Ont.; G. H. 
Farquharson, Calgary, Alta. (Life Member of Alberta 
Division); George V. Faulkner, Belleville, Ont.; W. K. 
Fenton, Toronto, Ont.; George B. Ferguson, Willowdale, 
Ont.; E. W. Flahiff, Kirkland Lake, Ont.; James E. 
Fleming, Stanley Bridge, P.E.I. (Senior Member, C.M.A.); 
A. Forsberg, Toronto, Ont.; W. J. Gilbert, Calais, Maine, 
U.S.A.; B. E. Goodwin, Amherst, N.S.; J. R. H. Graham, 
Creemore, Ont.; R. S. Grimmett, Vancouver, B.C.; A. P. 
Hart, Toronto, Ont.; M. S. Hawke, North Bay, Ont.; A. 
P. Hayward, Montreal, P.Q.; William F. Hewitt, Seeley’s 
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Bay, Ont.; F. K. Hickey, Regina, Sask.; J. C. Hossack, 
Winnipeg, Man.; C. H. Hunter, Winnipeg, Man.; George 
L. Husband, Hamilton, Ont.; George ‘F. Hutchison, 
Toronto, Ont.; Benoit Jacob, Three Rivers, P.Q.; Morris 
Jacobson, Halifax, N.S.; E. S. Jeffrey, Toronto, Ont.; J. 
K. Kelley, Vancouver, B.C.; E. J. C. Kennedy, Montreal, 
P.Q.; Wm. G. Kenny, Hamilton, Ont. (Life Member of 
Ontario Division); Richard Kerry, Montreal, P.Q.; 
Lawrence A. Kickham, Westlock, Alta.; J. A. Kinnear, 
Timmins, Ont.; L. L. Kirkpatrick, Stanley, N.B.; 
Solomon Kobrinsky, Winnipeg, Man.; W. C. Kruger, 
Weston, Ont.; Paul E. Laflamme, Sudbury, Ont.; George 
A. Lamont, Vancouver, B.C.; Christine Benda LaSalle, 
Linz, Austria; J. G. Lee, Toronto, Ont.; D. M. Living- 
stone, Dundas, Ont.; A. W. Macpherson, Toronto, Ont.; 
Duncan J. Mason, Kenora, Ont.; G. N. Maynes, Fort 
McMurray, Alta.; F. Hastings H. Newburn, Edmonton, 
Alta.; C. F. Moffat, Montreal, P.Q.; Jean Morin, St. 
Hyacinthe, P.Q.; C. S. Morton, Halifax, N.S. (Senior 
Member, C.M.A.); W. P. McBride, Kensington, P.E.I.; 
H. K. McDonald, Halifax, N.S. (Senior Member, C.M.A.); 
R. J. McEwen, Saskatoon, Sask. (Life Member of Sas- 
katchewan Division); A. F. McKenzie, Monkton, Ont. 
(Senior Member, C.M.A.; Life Member of Ontario 
Division); Wm. T. McKeough, Sydney Mines, N.S.; M. D. 
McKichan, Saanichton, B.C.; G. W. MacNeil, Pontypool, 
Ont.; J. B. O’Reilly, St. John’s, Nfid.; I. Pearlman, Win- 
nipeg, Man.; Harry A. Pelton, Toronto, Ont.; Paul 
Phillips, Princeton, B.C.; H. T. Pickard, Oxbow, Sask.; A. 
G. Poole, Toronto, Ont.; Haydn I. Rees, Sackville, N.B.; 
J. B. Reid, Sr., Truro, N.S.; Robert M. Reid, Vegreville, 
Alta. (Life Member of Alberta Division); William B. 
Roberts, Topsail, Nfld. (Senior Member, C.M.A.); H. E. 
Rykert, Toronto, Ont.; J. W. Shaw, Clinton, Ont. (Life 
Member of Ontario Division); J. B. Stewart, Moncton, 
N.B.; R. Cameron Stewart, Montreal, P.Q.; Ivan C. C. 
Tchaperoff, Victoria, B.C.; Joseph B. Thackeray, Ottawa, 
Ont.; W. A. Thomson, Regina, Sask. (Senior Member, 
C.M.A.); C. R. Totton, Regina, Sask.; G. C. Wagner, 
Innisfail, Alta.; C. A. Warren, Toronto, Ont.; J. D. Whit- 
bread, Vancouver, B.C.; W. E. Wilkins, Cobourg, Ont.; 
E. D. Winchell, Brandon, Man.; Isabella S. Wood, 
Toronto, Ont. 

During the past twelve months a number of 
questionnaires have been sent out in order to collect 
details regarding members for the files of the Archives 
Committee. A considerable amount of information has 
been received and filed. 


All of which is respectfully submitted. 
H. E. MacDERMOT, 
Chairman. 
Adopted. 


A minute of silence was observed out of respect 
to the memory of those members who have died since 
the last Annual Meeting. 


On a motion of Dr. H. T. Ewart, seconded by Dr. 
C. L. Gass, the General Council resolved itself into a 
Committee of the Whole for the consideration of the 
Report of the Executive Committee. Dr. Miln C. Harvey 
was elected Chairman of the Committee of the Whole 
and assumed the chair. 


REPORT OF THE EXECUTIVE 
COMMITTEE 


Mr. Chairman and Members of General Council: 


2 Since the last Annual Meeting the Executive 
Committee has met on three occasions, in Vancouver, 
in Winnipeg and in Toronto. The attendance of members 
of the Committee or their alternates has been complete, 
so that the important business of The Association has 
been transacted with every Division represented on all 
occasions. This report will constitute a summary of the 
more important problems and of the efforts of your 
Executive Committee towards their solution. 

Adopted. 
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ANNUAL MEETINGS 


3. The Ejighty-Sevénth Annual Meeting held in 
Vancouver, June 14th to 18th, 1954, was momentous 
and noteworthy in several respects. Our colleagues of 
the British Columbia Division, under the chairmanshi 

of Dr. G. F. Strong, then President-Elect, had prepare 

a programme of exceptional merit for our edification 
eal entertainment. Their efforts were rewarded by an 
unexpectedly high registration of 1,749 members and 
520 ladies. The meeting of General Council on Monday 
and Tuesday, June 14th and 15th, was attended by 118 
members and the outcome of a full agenda of business 
has been reported in the Transactions published in the 
September 1954 issue of The Canadian Medical Associa- 
tion Journal. The meeting was made noteworthy b 


several important events, among which should be listed- 


the retirement of Dr. T. C. Routley after thirty-one 
years as General Secretary and his election to the office 
of President-Elect, the decision to establish a national 
home for The Association, the launching of the College 
of General Practice of Canada, and the installation of its 
first president—Dr. Stalker—by the President of this 
Association. It was outstanding for its scientific pro- 
gramme in colour television, for the contributions of 
many speakers, and for the warm hospitality which we 
enjoyed in the city of Vancouver. The thanks of The 
Association are due to Dr. and Mrs. Strong and to their 
local committees for the excellence of their arrangements. 


Adopted. 


4. Preparations for the 88th Annual Meeting which 
will be held conjointly with the 123rd Annual Meetin 
of the British Medical Association and the 75th Annua 
Meeting of the Ontario Division, have been under way 
for two years. The event is sufficiently uncommon to 
justify the word unique, as we have not had the oppor- 
tunity to welcome our colleagues from overseas since 
they met with us in Winnipeg in 1930 and not since 1906 
has the British Medical Association last met in Toronto. 
Members will find that the pattern of the meeting is a 
blend of British Medical Association practice and the 
more familiar methods of Canadian medical meetings. 
The contributions of outstanding speakers from the 
United Kingdom make the scientific programme a very 
attractive one and we are grateful to them and to a 
large number of other members of the British Medical 
Association for journeying so far to make the meeting 
truly international in character. In such an array of talent 
from overseas it may be considered invidious to give 
special mention to individuals, but the occurrence of two 
special Lectures makes it necessary to identify the 
lecturers. Professor Stanley Graham of Glasgow will 
present the Blackader Lecture and Mr. Ralston Paterson 
of Manchester the Gordon Richards Memorial Lecture. 


Adopted. 


5. The sessions of the British Commonwealth 
Medical Conference will have concluded before this re- 
port is presented. At the time of writing we look forward 
to welcoming delegates from Australia, Ceylon, India, 
Ireland, New Zealand, Pakistan, South Africa, Southern 
Rhodesia and the United Kingdom. 


6. Individually and collectively we shall extend to 
our many visitors this month our heartiest welcome and 
shall want them all to feel the warmth of our hospitality. 


vi The programme for the Conjoint Annual Meeting 
will make it evident to all that a concentrated refresher 
course has been prepared and the scientific aspects of 
the meeting require no further elaboration. There are, 
however, certain events of a ceremonial and _ social 
character which are particularly called to the attention 
of the members ‘of the General Council and their wives: 


Saturday, June 18 - 8.00 p.m., Royal York Hotel, 
Civic Reception and Musicale. 

Sunday, June 19 - 3.00 p.m.—Official* Church 
Services, St. James’ Anglican Cathedral, St. 
Michael’s Roman Catholic Cathedral. 


2 
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Monday, June 20 - 8.00 p.m.—Royal York Hotel, 
Adjourned Annual General Meeting of the 
British Medical Association; Presidential re- 
ception and dance. 

Tuesday, June 21 - 7.00 p.m.—Royal York Hotel, 
Annual Dinner of the Ontario Medical Asso- 
ciation, installation of the President, followed 
by a square dance. 

Wednesday, June 22 - 8.00 p.m.—Royal York 
Hotel, Annual General Meeting of The Cana- 
dian Medical Association; Presidential recep- 
tion and dance. 

Thursday, June 23 - 7.30 p.m.—Royal York Hotel, 
The Annual Dinner of the British Medical 
Association. 


8. Active committees of Ontario doctors and their 
wives have been working for many months to provide an 
outstanding meeting for our colleagues from abroad and 
from other parts of Canada. It is their hope that the 
wholehearted participation of all in attendance will make 
this meeting a memorable one. 

Adopted. 


9. Future Annual Meetings of The Canadian Medical 
Association are projected for the next five years as 
follows: 


ok! eee June 11-15 
Be TO Cokin 0's ceva June 17 - 21 
1958 Halifax Pe ee ae June 15-19 
1959 Edinburgh (Conjoint 
meeting with the B.M.A.) July 16 - 24 
ee EE ig ucadun cues June 13-17 
Adopted. 


DIvIsSIONAL ANNUAL MEETINGS 


10. The schedule of Divisional Annual Meetings for 
the year 1954 was as follows: 


Quebec Division—Three Rivers, May 7 and 8. 

Ontario Division—Toronto, May 10-14. 

New Brunswick Division—St. Andrews, August 
29-September 1. 

Prince Edward Island Division—Charlottetown, 
September 3 and 4. 

Nova Scotia Division—Sydney, September 6-9. 

anon Division—St. John’s, September 
-11. 

British Columbia Division (Business Meeting )— 
Penticton, September 24 and 25. 

Alberta Division—Calgary, September 27-30. 

Saskatchewan Division—Saskatoon, October 5-7. 

.Manitoba Division—Winnipeg, October 12-14. 


Adopted. 


11. The projection of Divisional Annual Meetings 
for the year 1955 is as follows: 


Quebec Division—Montreal, May 4-7. 

Ontario Division (Business Meeting )—Sudbury, 
May 16-18. 

Prince Edward Island Division—Charlottetown, 
August 29 and 30. 

New Brunswick Division—St. Andrews, August 
$81-September 3. 

Nova Scotia Division—Amherst, September 6-9. 

Newfoundland Division—St. John’s, September 
12-14. 

British Columbia Division—Vancouver, October 


4-7, 
Alberta Division—Edmonton, October 10-13. 
Saskatchewan Division—Regina, October 18-21. 
Manitoba Division, Winnipeg, October 24-27. 


Adopted. 


12. It is one of the duties and privileges of the Presi- 
dent of our Association to visit the Divisions in Annual 
Meeting assembled and it is a pleasure to report that 
Dr. G. F. Strong, accompanied by Mrs. Strong, and 
several teams of scientific speakers have very ably car- 
ried out this task. The contribution in time and effort 
made by the President is greatly appreciated and his 
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words are listened to with the attention which such 
official pronouncements deserve. This year Dr. Strong 
made rehabilitation the theme of his Presidential 
message and his interest has done much to focus medical 
and public interest on this important matter. 
Adopted. 


MEMBERSHIP 


13. With a view to providing comparable figures for 
membership it has been decided to abandon the former 
practice ot recording membership for the first four 
months of the current year. The iolowhig comparative 
statement outlines the position for the calendar years 
1953 and 1954: 


1953 1954 

British Columbia .......... 1,012 1,187 
DN BE 6s nai cocks 1,028 1,042 
Saskatchewan ............ 808 777 
NE 0. 5 os eae Sule ws 753 793 
I Sis x wig gh Suda S wea ah 4,067 4,355 
RID ob crn catiitshs Wa shih ea ee 945 1,062 
New Brunswick ........... 386 398 
De: NR vig sk nace sew ote 434 468 
Prince Edward Island ...... 71 82 
Newfoundland ............ 107 106 
Northwest Territories ....... 4 2 
Members-at-Large .......... 13 12 
Military Members .......... 96 73 
Non-Resident Members ..... 80 39 
Total: 9,754 10,346 

Adopted. 


SENIOR MEMBERS 


14. As provided for in the By-Laws of The Associa- 
tion, the Executive Committee has elected to the honour- 
able status of Senior Member the following members 
nominated by their respective Divisions: 


British Columbia, Dr. H. H. Murphy, Victoria. 

Alberta, Dr. Richard R. Procter, Edmonton. 

Saskatchewan, Dr. D. S. Johnstone, Regina. 

Manitoba, Dr. F. T. Cadham, Winnipeg. 

Ontario, Dr. E. G. Turnbull, Barrie; Dr. Walter 
T. Connell, Kingston. 

Quebec, Dr. George Hall, Montreal. 

New Brunswick, Dr. Arthur R. Landry, Moncton. 

Nova Scotia, Dr. W. L. Muir, Halifax. 

Prince Edward Island, Dr. J. A. MacPhee, Sum- 
merside. 

Newfoundland, Dr. D. G. Jamieson, St. John’s. 


15. The installation of Senior Members will take 
place at the Annual General Meeting on Wednesday, 


June 22nd. 
Adopted. 


AFFILIATIONS 


16. At the ee of the General Council of 1954 
there were presented for approval the applications of six 


Canadian Medical Specialist Societies and we welcome - 


their representatives who are for the first time members 
of this General Council. 
Adopted. 


17. In addition to these six medical societies, there 
were admitted to affiliation with The Canadian Medical 
Association seven national organizations of mixed meéical 
and lay membership, all of them devoted to specific areas 
of the health field. Your Executive Committee is pleased 
to report thar relationships with these active and influ- 
ential bodies have proceeded on a friendly and co-opera- 
tive basis. Contact has been maintained by officers and 
officials of The Association and we have reason to take 
satisfaction in the work of our medico-lay affiliates. 


Adopted. 


18. Your Executive Committee would report that 
applications for affiliation have been received, and 
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scrutinized, from the ,following organizations which are 
recommended for admission to affiliate status: 


Under the terms of Chapter VII i(a): 
The Canadian Dermatological Association. 
The College of General Practice of Canada. 
The Canadian Neurological Society. 
The Canadian Orthopedic Association. 
The Canadian Pzediatric Society. 
The Canadian Rheumatism Association. 
The Canadian Urological Association. 
Under the terms of Chapter VII i(b): 
The Canadian Association of Medical Record 
Librarians. 
The Canadian Council for Crippled Children 
and Adults. 
Adopted. 
19. — It will be remembered that last year at the meet- 
ing of the General Council the question was raised as to 
whether or not this Association might be implicated in 
the event that an affiliated organization became involved 
in a lawsuit. The opinion of our solicitor is that we 
would not. 
Adopted. 


MEETINGS OF NATIONAL COMMITTEES 


20. Your Executive Committee has continued the 
policy of encouraging and assisting the work of Com- 
mittees of The Association by authorizing the expenditure 
of Association funds to facilitate meetings of Divisional 
members with the nucleus committee. Neither time nor 
resources permit all standing committees to be afforded 
the advantage of a national meeting and it is necessa 
to select those areas of Association activity which wi 
benefit most from such a gathering and to vary them 
from year to year. During the Association year 1954-55 
two meetings of the Committee on Economics were 
arranged, a Conference of Divisional Secretaries was 
substantially assisted and for the first time a meeting of 
the Committee on Rehabilitation was undertaken. This 
took the form of a Conference on Rehabilitation organ- 
ized by the Chairman and his nucleus committee and 
attended by Divisional Chairmen of Rehabilitation Com- 
mittees with guest speakers and the Provincial Co- 
ordinators of Rehabilitation. The outcome of the Con- 
ference was a satisfactory advance in definition of medi- 
cal responsibility and the promotion of understanding 
with the official lay organizers of provincial activities. 
The Report of the Committee on Rehabilitation refers 
in more detail to this Conference and to the statement 
which emerged. 

Adopted. 


STAFFING 


21. ~— The establishment of the Toronto office of The 
Canadian Medical Association Journal and the publica- 
tion of the Journal in semi-monthly issues, have made it 
necessary to augment the staff of our publication. Mr. 
Robert Randall, who for several years supervised the 
oa of the Canadian Public Health Journal, has 
een appointed Editorial Assistant and Miss M. E. 
Moyse has been promoted to the position of Advertising 
Manager. The transfer of the financial books of The Asso- 
ciation to the office of the General Secretary has involved 
the engagement of a bookkeeper and the increase in 
work in all departments has made it necessary to engage 

additional junior staff. 
Adopted. 


22. The General Council on several occasions has 
authorized increased expenditures in public relations but 
it was only recently that your Executive Committee was 
made aware of a promising candidate for full-time em- 
ployment in this field. The Chairman and the Nucleus 
of the Committee on Public Relations were authorized 
to investigate further, to interview the applicant and 
to offer appointment if favourable. All these conditions 
were fulfilled and Mr. L. W. Holmes, B.A., will assume 
the appointment of Assistant Secretary, effective July Ist, 
1955, for duties in public relations. ° 

Adopted. 
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23. The gradual increase in the number of persons 
employed by The Association has made it desirable to 
establish a more definite personnel policy and your 
Executive Committee has approved a statement on 
Conditions of Employment with The Canadian Medical 
Association elaborated upon by the General Secretary 
after a study of employment practices in comparable 


organizations. 

Adopted. 
24. ‘The retirement of Dr. H. E. MacDermot as 
Editor is effective June 30th, 1955, and he will be 
succeeded at that time by Dr. S. S. B. Gilder who has 
demonstrated very clearly his ability to assume the chief 
editorial function. At a later stage in this meeting it 
is proposed that appropriate recognition of Dr. Mac- 
Dermot’s services to The Association will be made. 


Adopted ; 


PERMANENT HOME FOR THE ASSOCIATION 


25. The decision of the General Council to con- 
sclidate the central functions of The Association, both 
Secretarial and Editorial, in Toronto and to proceed to 
provide a central home for The Canadian Medical Asso- 
ciation, has represented a major task for your Executive 
Committee this year. The direction of the General 
Council to implement the decision has been accepted, 
and, to carry out the detailed investigations and activities 
involved, a special committee under the chairmanship 
of Dr. T. C. Routley and comprising Dr. E. S. Mills, Dr. 
Duncan Graham, Dr. Tweed Samis, Dr. A. D. Kelly and 
Dr. A. F. W. Peart, was appointed. Two major responsi- 
bilities were imposed on the Committee: 


(a) To move the Montreal office activities to Toronto 
as soon as suitable quarters could be found; and 


(b) To study and report to the Executive Committee 
on plans and location for a permanent home for 
The Association. 


Adopted. 


26. The first of these duties was discharged by engag- 
ing temporary quarters at 176 St. George Street, Toronto, 
for the accommodation of the major activities of the 
Journal and the transfer of the Editorial department was 
made in mid-October without serious disruption of its 
functions. The proximity of the Editorial office to the 
printers and to the office of the General Secretary, has 
been advantageous in facilitating the semi-monthly 
publication of the Journal. 


Adopted. 


27. The second duty has involved a careful study of 
sites, proposals for a building, financing and many other 
factors of considerable importance. Your Executive Com- 
mittee has received regular reports from the Committee 
on a Permanent Home and at the meeting held in 
Toronto in March, a physical inspection of two areas 
was made by the whole Executive Committee. One of 
these related to the most generous offer of the University 
of Toronto to provide 1.4 acres of land on property on 
Bayview Avenue on a fifty-year lease at a rental of $1.00 
per year. The other related to a property at 150 St. 
George Strect, now owned and occupied by the China 
Inland Mission, on which an option to purchase had 
been negotiated pending the decision of the Executive 


Committee. 
Adopted. 


28. After careful deliberation of all relevant factors, 
your Executive Committee decided to decline with 
thanks the offer of the University of Toronto. This de- 
cision was made mainly on the remoteness of the 
property, its distance from a medical library, certain 
building restrictions which might be difficult to over- 
come and because title to the land could not be vested 
in The Association. The gratitude of The Canadian Medi- 
cal Association has been expressed to the University of 
Toronto for the offer of assistance and it is with sincere 
regret that we find it impracticable to accept it. 


Adopted. 
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29. The remaining site consists of 125 feet frontage on 
St. George Street, extending back 190 feet to a lane. 
Substantial buildings on the property have been used 
for many years by the China Inland Mission for office 
and residential purposes. The property is located in the 
centre of Toronto’s medical facilities within easy reach 
of the library of the Academy of Medicine and of the 
University, close to the Medical Arts Building and the 
major hospitals and is served by convenient public 
transportation. It is large enough to provide for any 
building which we may erect and for the essential parking 
area and is considered to be a good investment on its 
merits, These and other considerations led your Execu- 
tive Committee unanimously to decide to exercise the 
option to purchase at $140,000 and the first stages of 
the transaction have since been implemented. Occupancy 
is not likely to be available before September 1955 and 
it is proposed that minimal renovations will thereafter be 
carried out and that the existing buildings be occupied 
for all central functions of The Canadian Medical Asso- 
ciation, Your Executive Committee is not unmindful of 
the desire of members that a national home for The 
Association be provided in a building designed for the 
purpose and the present step is to be regarded as an 
initial one towards that objective. The designing of a 
building and considerations of finance will occupy the 
attention of the Executive Committee elected at this 
meeting. 

Adopted. 


30. | Consequent upon the decision to consolidate the 
offices of The Association, preparations have been made 
to close the office occupied for so many years through 
the courtesy of McGill University. A letter expressing 
the gratitude of The Association has been transmitted to 
the Principal, and the General Council will doubtless 
desire to record in an appropriate resolution the ap- 
preciation of The Canadian Medical Association. 


Adopted. 


Speaking to this portion of the Report, Dr. Routley 
stated that it had been the original intention of the 
Committee to purchase a site, rather than a_ building. 
However, we have been fortunate in securing both. The 
City of Toronto has just advised that full authority has 
been granted to use the existing building for office 
quarters, although it is located in a residential area. 
Although the building is. approximately seventy-five years 
old, it is well built and has been well maintained. It 
requires painting and a new heating plant, but it is felt 
that with some renovation, it will provide admirable 
office quarters for several years to come. 


Moved bu Dr. M. Douglas, 
seconded by Dr. C. B. Stewart, 


Tuat the Committee on Resolutions be requested 
to formulate a resolution of thanks to McGill 
University for their kindness in letting us use their 
buildings for our office for the past several years. 


Carried. 


The Resolutions Committee submitted the follow- 
ing resolution: 


Moved by Dr. H. T. Ewart, 
seconded by Dr. C. L. Gass, 


THAT WHEREAS for many years the editorial and 
financial offices of The Canadian Medical 
Association have been situated in accommodation 
provided through the courtesy of McGill Univer- 
sity, without cost to The Association 

AND WHEREAS the Principal and his associates at 
McGill University have been extremely co- 
operative throughout the years of occupancy 

BE IT RESOLVED that the General Council of The 
Canadian Medical Association record its appre- 
ciation of the many benefits received at the hands 
of McGill University throughout these many 
years. Carried. 
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A sincere vote of thanks was accorded to Dr. 
Routley and his Committee for their splendid work in 
completing negotiations for the procurement of a Per- 
manent Home. 


LIAISON 


31. Liaison with TAssociation des Médecins de 
Langue Francaise du Canada has been maintained by 
our representatives Dr. Renaud Lemieux, Dr. Vance 
Ward and Dr. Donald Thompson. Two representatives 
of l’Association have been invited to be present at 
this meeting of the General Council. 

Adopted. 


32. It is the view of your Executive Committee that 
the Annual Meeting to be held in Quebec in 1956 offers 
a further opportunity to promote friendly relations with 
our French-speaking confréres. It is planned to make 
the meeting a bilingual one and to invite as guests of The 
Canadian Medical Association all members of | Associa- 


tion, 
Adopted. 
THE By-Laws OF THE ASSOCIATION 


33. As instructed by the General Council, a sub- 
committee of the Executive Committee was appointed 
to study the changes in Divisional representation on the 
Executive Committee consequent to the .consolidation in 
one office of the central functions of The Association, 
the optimal terms of service of elective officers and 
Divisional representatives, the nomination of the Presi- 
dent-Elect and the relationship of The Association to 
conjoint meetings with Divisions and outside organiza- 
tions. The results of this study were transmitted to the 
Committee on By-Laws for the elaboration of any amend- 
ments which were considered necessary. The interim 
report of the Committee on By-Laws was given detailed 
consideration at the March meeting of the Executive 
Committee and in certain of these areas further study 
was considered necessary before the important step of 
an amendment to the By-Laws should be undertaken. 
The report of the Committee on By-Laws will indicate 
the specific amendments on which there was general 
agreement and which are proposed for action at this 
Annual Meeting. 

Adopted. 

INCOME Tax 


34. | Your Committee on Income Tax has had before 
it several matters concerning the relationship of the 
medical profession to taxation, but two major items 
emerge. The first relates to the admissibility of convention 
expenses as permissible deductions for practising physi- 
cians. Since 1948, on the strength of a memorandum of 
the Department of National Revenue, practising physi- 
cians have been able to claim the reasonable expenses 
for travel and maintenance in attending annual meetings 
of The Canadian Medical Association, a provincial Divi- 
sion and one specialist society in the United States or 
Canada. Repeated efforts to have this ruling extended 
to meetings of other types and in other parts of the 
world have been unsuccessful. A member of The Associa- 
tion who had attended international meetings in Europe 
in 1951 made claim for the deduction of his expenses 
and this was ruled inadmissible by the Department of 
National Revenue. He lodged an appeal of this decision 
to the Income Tax Appeal Board and in a ruling promul- 
gated in October, 1954, the Chairman of the Board not 
only upheld the Departmental decision on internatignal 
meetings, but extended the ruling to declare that*the 
convention expenses previously authorized had no legal 
basis in the Income Tax Act. As a consequence the 
Deputy Minister of National Revenue advised that the 
section Convention Expenses in The Canadian Medical 
Association memorandum on Income Tax Returns by 
Members of the Medical Profession would no longer 
apply. On protest of this ruling the concession was 
gained that convention expenses incurred in the taxation 
year 1954 might be deducted, mainly because they were 
incurred before the adverse decision. 

Adopted. 
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35. | Endeavours to have the Income Tax Act amended 
have not been favourably received and yoyr Income Tax 
Committee has decided to finance an appeal to the 
Exchequer Court of Canada on behalf of the member 
who was the subject of the adverse ruling. A deposit 
has been posted, notice of appeal has been lodged and 
counsel has been instructed. When this action will be 
heard is not known at this time, much less the outcome, 
but every effort will be made to establish the fact that the 
outlay in attending conventions is “necessarily expended 
by the taxpayer for the purpose of earning his income.” 


Adopted. 


36. The other major issue relates to the effort to 
achieve for self-employed taxpayers, including members 
of the medical profession, permission to deduct con- 
tributions to annuities and retirement funds on the same 
basis which now applies to members of approved pension 
plans. Our endeavours in this field are not new, since 
we have for several years made representations alone 
and in conjunction with other professional groups. It 
was the intention of your Income Tax Committee to 
approach the Minister again on behalf of the medical 
profession but at the specific request of the President of 
the Canadian Bar Association and the President of the 
Canadian Institute of Chartered Accountants, we, in com- 
mon with other interested groups, agreed to withhold 
representations until the outcome of an approach made 
by these two professional groups could be determined. 
Although the delegation had been optimistic that their 
proposal had been well received by the Minister of 
Finance, the budget speech gave no encouragement that 
the necessary amendments of the Income Tax Act would 
be proposed at this session of Parliament. It is a dis- 
appointing and frustrating experience to deal with this 
elusive problem but it should be recorded that a Royal 
Commission in Great Britain and a Congressional Com- 
mittee in the United States have studied the same area 
of cane with’ no tangible advantage to the self- 
employed taxpayer. 

Lee Adopted. 


Dr. R. M. Mitchell presented the following: reso- 
lution which was recently passed by the O.M.A. Board 
of Directors: 


Moved by Dr. R. M. Mitchell, 
seconded by Dr. M. O. Klotz, 


TuHat Council approves of the action taken by 
the Executive Committee in regard to deductions 
from Income Tax but suggests that 


1. The Committee on Income Tax should be con- 
vened. 
2. Representation should be made to the Minister 
of Finance with the object of obtaining 
(a) deductions for expenses in attending medi- 
cal meetings 
(b) allowances for depreciation for expenses of 
medical education 
3. The Committee be empowered to employ both 
legal advisers and experts in the field of taxa- 
tion to aid in the presentation to the Minister 


of Finance. Carried. 
MeEpicaL EcoNomMics 
37. Your Executive Committee has been regularly 


informed of the activities of the Committee on Eco- 
nomics and has been made aware of developments in 
prepaid medical care in several provinces. The study of 
our principles and policies related to health insurance 
which has been referred to in the last two annual reports 
of the Committee on Economics, has been completed and 
we are this year presented with a consolidated restate- 
ment in terms of current thought. 

Adopted. 


HosprraL ACCREDITATION 


2%. Our support of the efforts to raise the standards 
of hospital practice has continued and the work of our 
representatives on the Joint Commission on Accreditation 
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of Hospitals and the Canadian Commission on Accredita- 
tion of Hospitals deserves commendation. The Canadian 
Medical Association is contributing in excess of $15,000 
annually to the support of these two bodies and in 
addition we are providing office facilities and secretarial 
supervision for the Canadian Commission, A more 
detailed account of work in this field appears elsewhere 
in these reports. 

Adopted. 


Tue CoLLEGE OF GENERAL PRACTICE OF CANADA 


39. It will be remembered that last year the College 
of General Practice of Canada got off to an auspicious 
start when our President, Dr. Strong, installed Dr. M. R. 
Stalker as its first President, Dr. Victor Johnston being its 
Executive Director. It will also be remembered 
because of our continued interest in the success of the 
College, you confirmed a resolution of the Executive 
Committee that “we grant sums up to 10,000 dollars for 
the work of the College some time during the next 
three years.” This amount has now been applied for 
and granted, and the financial position of the College 
during its initial growing saad has been made cor- 
respondingly more secure. 
Adopted. 

Speaking to this Section, Dr. J. H. Black said 
that the members of the College of General Practice of 
Canada feel deeply indebted to The Canadian Medical 
Association for sponsoring their organization, and ex- 
pressed the hope that the College will live up to our 
expectations. 


APPROVAL OF HOSPITALS FOR THE TRAINING OF INTERNS 


40. At the last meeting of the General Council it was 
reported that work on the elaboration of a new Basis of 
Approval of Hospitals for the Training of Interns in 
Canada was progressing and the framework of the plan 
for recognition of initia] rotating internships was ap- 
proved. Since that time the first major revision of the 
Basis since 1931 has been completed. It has been con- 
curred in by your Executive Committee. 

Adopted. 


41. Consultation with other bodies interested in post- 
graduate medical education indicates that the new Basis 
provides for a badly needed definition of the purposes of 
the first rotating internship and a much better means 
of assessing the ability of a hospital to provide the 
necessary training. It delineates the area of interest and 
responsibility of The Canadian Medical Association to the 
identification of Canadian general hospitals capable of 
roviding the all-round basic training which should 
follow e completion of the academic portion of the 
medical course. It avoids encroachment on the field of 
interest of those other bodies concerned with subsequent 
training in the specialties or for general practice. 


Adopted. 


42. A reassessment of hospitals for the training of 
interns assumes new importance in view of the require- 
ment of the Medical Council of Canada and the pro- 
vincial licensing authorities that an approved internship 
will be required prior to the obtaining of a licence to 
practise. When the new Basis of Approval is adopted, 
your Committee on Approval of Hospitals for the Train- 
ing of Interns will address itself to the difficult and in 
many respects thankless task of inviting applications from 
eligible Canadian hospitals desiring approval. 

Adopted. 


Woruip MEeEpICAL ASSOCIATION 


43. The delegates of The Canadian Medical Associa- 
tion to the Eighth General Assembly of the World 
Medical Association held in Rome in October 1954, were 
Dr. C. W. Burns and Dr. R. W. Richardson. They re- 
ported in detail on the deliberations to the Executive 
Committee on such diverse matters as International 
Medical Law, World Shortages and Surpluses of Doctors, 
Occupational Health Services, World Medical Journal 
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and Bacteriological Warfare. Since the profussion of the 
majority of the countries represented are involved with 
their governments in compulsory health insurance plans 
a great deal of the discussion revolved about the general 
topic of Social Security. It was the impression of our 
delegates that such systems create as many problems 
as they solve and that Canada and certain other 
Western democracies are fortunate that the development 
of medicine has been permitted to proceed without the 
intervention of the State and its inevitable bureaucracy. 
A review of the financing of World Medical Association 
indicated that too much dependence has been placed 
on the generous contribution of the United States Sup- 
porting Committee and it was decided that dues from 
member national medical associations should be increased 
from 20 Swiss centimes per doctor member to one Swiss 
franc per member per year. Your Executive. Committee, 
believing that the membership would have us continue 
to show our support of this international movement, has 
authorized a contribution for 1955 at the rate of one 


‘ Swiss franc for each of our 10,000 members ($2,336.60). 


To ensure that questions addressed to The Canadian 
Medical Association by World Medical Association will 
receive adequate attention it has been decided to 
organize a Special Committee on International Relations 
and Dr. Margaret Gosse has been requested to assume 
the chairmanship. 

Adopted. 


44, The Proceedings of the First World Conference 
on Medical Education have now been published and The 
Canadian Medical Association in common with other 
member associations of the World Medical Association 
has been asked to undertake a detailed study of the 
findings. Your Executive Committee proposes that this 
study be undertaken by the Committee on Medical 
Education. 

Adopted. 


With reference to the First World Conference on 
Medical Education, held in 1953, Dr. Hugh Clegg, 
Editor of the British Medical Journal, stated that the 
purpose of that Conference had been, not to devise a 
universally applicable curriculum, as such an attempt 
would be useless, but rather to re-formulate our own 
plans and thinking, with a view to helping those respon- 
sible for medical education in under-developed countries. 
This should be borne in mind by the various medical 
education committees when examining the Proceedings 
of the First World Conference. 


45. Plans for the Second World Conference on Medi- 
cal Education are being developed and it is proposed 
that the Conference be held in the United States in the 
early autumn of 1959. An invitation to hold the 
Thirteenth General Assembly of the World Medical As- 
sociation in Canada immediately following this Con- 
ference has been extended and accepted. Your Executive 
Committee will study the questions of site and general 
arrangements. 

Adopted. 


46. Dr. E. K. Lyon and Dr. A. D. Kelly have been 
appointed delegates to the Ninth General Assembly to be 
convened in Vienna, September 20 to 26, 1955. 
Adopted. 
47. The organization of the Canadian Supporting 
Committee to the World Medical Association was re- 
ported to the General Council at its last meeting by 
the Chairman, Dr. Léon Gérin-Lajoie. Corporate mem- 
bership contributions have been received from the 
Canadian Pharmaceutical Manufacturers Association and 
from The Canadian Medical Association and individual 
membership contributions have been received from 46 
interested Canadian physicians. The funds of the Sup- 
porting Committee were used to defray the travelling 
expenses of Dr. T. C. Routley, Consultant General to 
the World Medical Association, in attending the meeting 
of Council held in Dublin in March, 1955. Through the 
interest and generosity of Dr. John Hamilton, Professor 
of Pathology, University of Toronto, the Supporting 
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resent to the University of 
teaching slides. Member- 


Committee has been able to 
Kabul, Afghanistan, a set o 
ship in the Canadian Supporting Committee is open to 
any Canadian doctor who desires to contribute $10 per 
year and it is hoped that this will commend itself to 


increasing numbers of our colleagues. 
Adopted. 


CONCLUSION 


48. These and other matters which will be presented 
to the General Council in the reports of other Com- 
mittees constitute a record of increasing activity in many 
fields. The Canadian Medical Association shares the 
widening of interest which is so apparent in every 
phase of national life. It has been the endeavour of your 
Executive Committee to foster and encourage progress in 
those areas where the profession can make an effective 
contribution and to provide for The Association the essen- 
tial facilities to carry out the tasks which it has assumed. 

Adopted. 
49. Over the relatively recent term certain important 
changes have been made in our full-time staff and 
additions made thereto, of which General Council has 
been informed. Your Executive would now record its 
pleasure and satisfaction in the faithful and efficient man- 
ner in which those persons are serving our Association. 


All of which is respectfully submitted. 
NORMAN H. GOSSE, 
Chairman. 
; Adopted. 
Personnel of the Executive Committee: 


Officers: 


Dr. G. F. Strong, Vancouver 
Dr. T. C. Routley, Toronto 
Dr. C. W Burns, Winnipeg 
Dr. Norman H. Gosse, Halifax 
Dr. E. S. Mills, Montreal 


Officials: 


Dr. A. D. Kelly 

Dr. H. E. MacDermot 
Dr. A. F. W. Peart 
Dr. S. S. B. Gilder 


Divisional Representatives: 


Dr. J. A. Ganshorn, Vancouver 
Dr. R. M. Parsons, Red Deer 
Dr. F. E. Werthenbach, Unity 
Dr. R. W. Richardson, Winnipeg 


Dr. H. T. Ewart, Hamilton 

Dr. M. O. Klotz, Ottawa 

Dr. R. M. Mitchell, Sudbury 
Dr. J. R. Lemieux, Quebec 

Dr. W. deM. Scriver, Montreal 
Dr. G. W. Halpenny, Montreal 
Dr. C, L. Gass, Sackville 

Dr, A. G. MacLeod, Dartmouth 


Dr. W. J. P. MacMillan, Charlottetown S 
Dr. John A. Walsh, Manuels 


Moved by Dr. N. H. Gosse, 
seconded by Dr. H. T. Ewart, 


Tuat the whole report of the Executive Commit- 
tee, as amended, be adopted. Carried. 


The Chairman of the Committee of the Whole 
reported that the Report of the Executive Committee had 
— adopted, as amended, and Dr. Gosse resumed the 
chair, . 
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NOMINATING COMMITTEE 


At this point in the session of the General Council 
the election of the Nominating Committee was conducte 
under the terms of Chapter VI, Section 1, of the By- 
Laws. The General Secretary reported that he had 
received in writing the following nominations from the 
Divisions: 


Dr. Frank A. Turnbull, Vancouver, B.C. 
Dr. M. A. R. Young, Lamont, Alta. 

Dr. C. L. Tisdale, Prince Albert, Sask. 
Dr. R. Lyons, Winnipeg, Man. 

Dr. R. M. Mitchell, Sudbury, Ont. 

Dr. W. deM. Scriver, Montreal, P.Q. 

Dr. D. A. Thompson, Bathurst, N.B. 
Dr. J. R. Macneil, New Glasgow, N.S. 
Dr. T. A. Laidlaw, Charlottetown, P.E.I. 
Dr. J. A. McNamara, St. John’s, Nfld. 


The members so nominated being present, they were 
declared elected to the Nominating Committee. 

The Report of the Nominating Committee was 
presented as follows to the second session of the General 
Council on Saturday, June 18. 

The Nominating Committee met at 5:15 p.m. on 
Friday, June 17, 1955, in the Royal York Hotel, 
Toronto. The President, Dr. G. F. Strong, was in the 
chair, and all members of the committee were present. 

Your committee desires to nominate the following 
for the offices indicated: 


1. For the office of President-Elect—J. Renaud 
Lemieux, Quebec 
2. For the office of Chairman of the General Council 
—Dr. Norman Gosse, Halifax 
3. For the office of Honorary Treasurer—Dr. E. S. 
Mills, Montreal 
4. An Executive Committee comprising the follow- 
ing Divisional representatives and their alternates. 
British Columbia—Dr. F. A. Turnbull, Vancouver 
alternate, Dr. E. W. Boak, Victoria 
Alberta—Dr. R. M. Parsons, Red Deer 
alternate, Dr. M. A. R. Young, Lamont 
Saskatchewan—Dr. F. E. Werthenbach, Unity 
alternate, Dr. C. L. Tisdale, Prince Albert 
Manitoba—Dr. R. W. Richardson, Winnipeg 
alternate, Dr. D. L. Scott, Winnipeg 
Ontario—Dr. R. M. Mitchell, Sudbury 
Dr. M. O. Klotz, Ottawa 
Dr. J. C. C. Dawson, Peterborough 
alternate, Dr. Hugo Ewart, Hamilton 
Quebec—Dr. G. W. Halpenny, Montreal 
Dr. W. deM. Scriver, Montreal 
New Brunswick—Dr. C. L. Gass, Sackville 
alternate, Dr. J. H. M. Rice, Campbellton 
Nova Scotia—Dr. A. G. MacLeod, Dartmouth 
alternate, Dr. A. A. Griffin, Kentville 
Prince Edward Island—Dr. W. J. P. MacMillan, 
Charlottetown 
alternate, Dr. J. A. McMillan, Charlottetown 
Newfoundland—Dr. John A. Walsh, Manuels 
alternate, Dr. J. A. McNamara, St. John’s 


ELECTIONS 


On receiving the recommendations of the Nomi- 
nating Committee, the Chairman called for nominations 
from the floor of General Council for each position in 
turn. As no further nominations were made, the General 
Secretary was instructed to cast a ballot for the election 
of the gentlemen named. They were declared to be con- 
stitutionally elected. 


Dr. Lemieux and Dr. Gosse both spoke briefly, 
thanking the members of General Council for the honour 
done them in electing them to the offices of President- 
Elect and Chairman of the General Council respectively. 
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REPORT OF THE HONORARY 
TREASURER 
Mr. Chairman and Members of General Council: 


50. _I beg to submit the financial report for the year 
ending December 3lst, 1954, as audited by Messrs. 
McDonald, Currie and Company, together with com- 
ments on unusual items. 

Adopted. 


ASSETS 


51. As at December 3lst, 1954, the total assets of 
The Association were $511,882.85, divided as follows: 


Torn SE ROE eee coche a OE 


Aooounts Receivables 6.6 666. Re 12,075.90 


Deposit—Trans-Canada Air Lines......... 425.00 
Rs Fi 5 os eh Sip did ced se hee 275,131.68 
Furniture and Equipment................ 10,501.73 
WH MURINE. orce pS aA oe one Ae SORES 83,241.22 
NOIR S et hci .ce Goraatem $511,882.85 

Adopted. 


52. You will note that the Investment Schedule is 
unaltered from the year 1953 and recall that a large 
amount of cash was held in our accounts as a reserve 
to meet expected deficits incident to the semi-monthly 
publication of the Journal. 

Adopted. 


REVENUE AND EXPENDITURE 


53. I have prepared, for your consideration, a con- 
densed comparative statement of Revenue and Expendi- 
ture for the year 1954 together with the Budget for 
1954 and 1955, so that you may compare the figures. 
You will note that the estimates for the expenditures 
come close to the actual expenditures although the 
revenue from advertising and membership fees was con- 
siderably in excess of the anticipated. This accounts for 
the substantial credit balance at the end of the current 
year—$58,787.19. 

Adopted. 


54. The 1954 expenditures as compared with those 
of 1953 show that salaries have increased appreciably, 
in fact, almost double due to considerable increase in 
the staff both in the Editorial and Secretarial offices of 
The Association. As anticipated, printing rose some 
$10,000.00 over 1953. However, a major increase oc- 
curred in the expenditure for Hospital Accreditation and 


Administration, Travelling was up approximately 
$5,500.00. 
Adopted. 


INVESTMENTS 


55. _—_ Little or no change took place in the Investment 
Portfolio during the year as major changes with respect 
to investments were effected in 1953. 

Adopted. 


TRANSFER OF SECURITIES 


56. In accordance with the instruction of the Execu- 
tive Committee all securities held by The Association 
have been transferred from the Royal Trust Company in 
Montreal to Toronto. The securities have been checked 
by the officers of The Association and found to be in 


good order. 
Adopted. 
Trust Funps 


57. | There was no change in the Trust Funds during 


the year, 

Adopted. 
58. The General Council at its last meeting instructed 
the Executive Committee to explore ways and means of 
making available to the Divisions funds to assist them 
in promoting postgraduate medical educatioh. This 
matter was studied by a sub-committee which had avail- 


able the views of the Divisional secretaries and it is 


$130,507.32-- 
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recommended that for the Association year 1955-56 
funds be granted as follows: 


(a) a basic grant of $500 per Division and 
(b) a further grant of one dollar per dues- 
paying member of The Canadian Medical 
Association resident in the area of each 
Division. 
It is pointed out that the occurrence of an operating 
surplus in 1954 makes it possible to divert funds of the 
order of $15,000 for this worthy purpose. The applica- 
tion of this formula in the future will, however, ie de- 
pendent on Association revenue and expenditure and the 
anticipated outlays for other activities make it neces- 
sary to avoid creating a precedent and to recommend 
that grants for postgraduate educational purposes be 
considered on a year-to-year basis. 
Adopted. 


59. The decision to provide a national home for all 
central activities of The Association and the action of the 
Executive Committee in purchasing a property to imple- 
ment this decision make it necessary to provide for the 
outlay of $140,000 in the immediate future. It is ex- 
pected that the available cash resources and the return 
of capital from securities maturing shortly will make it 
possible to finance this investment. Additional expendi- 
tures, at present unknown in amount, will be required 
for renovation, maintenance and the inevitable expenses 
of the transfer of property.’ Although these expenses are 
likely to be met from current revenue, your Executive 
Committee has granted authority to dispose of such 
securities as may be required to meet our obligations. 
Adopted. 
60. The transfer of the books of The Association from 
the Montreal Editorial and Financial office to the office 
of the General Secretary in Toronto, has made it 
desirable that responsibility for the audit for all purposes 
be placed: in the hands of a single auditor. Your Execu- 
tive Committee has appointed McDonald, Currie and 
Company, auditors of The Canadian Medical Association 
and recommends that this action be ratified by the Gen- 
eral Council. 
All of which is respectfully submitted. 


EDWARD S. MILLS, 
Honorary Treasurer. 
Adopted. 
Auprrors’ REPORT 

61. | We have examined the balance sheet of The 
Canadian Medical Association as at 3lst December 1954 
and the statement of revenue and expenditure—general 
fund for the year ended on that date and have obtained 
all the information and explanations we have required. 
Our examination included a general review of the ac- 
counting procedures and such tests of accounting records 
and other supporting evidence as we considered neces- 

sary in the circumstances, 
Adopted. 


62. The receipts and disbursements of the Toronto 
office of The Association which include those of the 
Annual Meeting have been audited by Messrs. Thorne, 
Mulholland, Howson and McPherson and we have ac- 
cepted their figures for incorporation in the attached 


accounts, 
Adopted. - 


63. In our opinion, the accompanying balance sheet 
and statement of revenue and expenditure—general fund 
are properly drawn up so as to exhibit a true and cor- 
rect view of the state of the affairs of The Canadian 
Medical Association as at 3lst December 1954 and the 
results of its operations for the year ended on that date, 
according to the best of our information and the ex- 
panations given to us and as shown by the books of The 
Association. 


McDONALD, CURRIE AND COMPANY 


Chartered Accountants. 
Toronto, 9th March 1955. 
Adopted. 
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CoMPARATIVE STATEMENT OF REVENUE AND EXPENDITURE—GENERAL FUND 
FOR THE YEAR ENDING DECEMBER 31, 1954 AND CoNDENSED BuDGET FoR THE YEARS 1954 AnD 1955 


1954 Budget 


Revenue: 

MORN 0 OS 
Membership Fees.......... 
TRVOMMMMER Sie. 185 
Annual Meeting............ 
Subscriptions.............. 
Journal and Reprint Sales. . . 
GK OSS Ae Pe i ek 


Expenditure: 

Editorial Office: 

Mh sn she'd ou.c Se ants 
CE heist af bist Gout as 
Other Expenses............ 


General Secretary’s Office: 

ON SET ae era 
A ss laneitsce isang +n 
Other Expenses............ 
Administration............. 
Hospital Accreditation...... 
Special Grants............. 


Medical Economics.......... 


$ 57,820.00 
35,600.00 
29,350.00 
15,250.00 
15,000.00 

1,500.00 


$343,200.00 


$176,710.00 


158,520.00 





1954 Actual 


$174,887.46 
176,529.66 
8,115.25 
6,772.89 
15,753.94 
3.221 53 
80.92 





$ 34,848.41 
112,883.04 
21,574.24 


$ 57,726.61 
36,705.70 
25,702.08 
14,095.83 
16,411.25 

4,100.00 


2,527.30 


$385,361.65 


$169,305.69 


157,268.77 


$326,574.46 


BALANCE, SHEET AS AT 31sT DECEMBER 1954 


ASSETS 


tee EA Fats oho ,cl eer to 
Accounts receivable— 
Advertising and 
Journal sales........ 
Provision for doubtful 
CT  ), e 
Deposit— 
Trans-Canada Airlines... .. 
Investments—at cost— 
Schedule “‘A’’ (quoted 
market value $279,235.50) . . 
Furniture and equipment— 
at cost less accumulated 
depreciation.............. 


a achat se wid 
Due from The Royal 
Trust Company........... 
Investments—at cost— 
Schedule ‘‘A”’ (quoted 
market value $35,954.99)... 


Cie ec im ee | 

Investments—at cost— 
Schedule ‘‘A”’ (quoted 
market value $11,238.75)... 


OO 5.6 5 So ee bes eee 

Investments—at cost— 
Schedule ‘‘A”’ (quoted 
market value $21,251.50)... 


GENERAL FuND 


Revenue received in advance— 


Subscriptions—1955-1956.. . 
Membership fees— 


1955-1956. . . 


liabilities. ..... 


Accounts payable and accrued 


Reserve for contingencies... . . 


Surplus—31st December 1953. 
Excess of revenue over ex- 


$130,507.32 
$12,575.90 
500.00 12,075.90 
425.00 
275,131.68 
10,501.73 
$428,641.63 
Trust Funps 
3,187.11 
4,993.75 
35,605.20 
a 43,786.06 
CANCER FuND 
1,927.55 Bs 
11,100.00 ‘13,027.55 
RETIREMENT ALLOWANCE FUND 
6,212.57 
20,215.04 26,427.61 














$511,882.85 


penditure for the year— 
Statement No. 2 


Capital and revenue 
Statement No. 4 


Balance Statement No. 5..... 


Balance Statement No. 5..... 











1955 Budget 
$190,000.00 
175,000.00 
7,000.06 
10,000.00 
13,000.00 
2,300.00 

————_ $897,300.00 
$ 49,800.00 
160,000.00 
31,550.00 

—— $241,350.00 
$ 45,070.00 
43,000.00 
30,760.00 
9,000.00 
16,000.00 

22,500.00 (including 

contingency fund) 
4,000.00 

170,330.00 

$411,680.00 

Adopted. 


STATEMENT No. lt 


LIABILITIES 


$ 7,827.34 
717.00 


259,359.09 


58,787.19 


$ 8,544.34 


1,025.00 
100,426.01 


318,646.28 


$428,641.63 


43,786.06 


13,027.55 


26,427.61 
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STATEMENT No. 2 


REVENUE AND EXPENDITURE—GENERAL FuND 
For THE YEAR ENDED 31st DECEMBER 1954 


Revenue: 
Membership fees.............. $176,529.66 
Investment revenue and 

bank wnterest...........¢.... 
Annual Meeting— 

Statement NO..3........... 
Formulary sales............... 


8,115.25 


6,772.89 
80.92 
———————. $191,498.72 
Expenditure: 


General Secretary’s office— 

SNE ohio cnet ie os $ 99,839.94 
Travelling—Schedule ‘‘B’’...... 36,705.70 
Administrative—Schedule ‘B”.. 14,095.83 
Special grants— 

Trans-Canada 
Medical Services $ 2,000.00 
Canadian 

Supporting Com- 

mittee—World 

Medical Assn... . 

Canadian 
Ophthalmological 
Society........ 

Canadian Assn. of 
Medical Students 
and Internes... . 


1,000.00 


500.00 


4,100.00 
Medical Economics............ 2,527.30 
—_————. $157,268.77 


$34,229.95 





Net Revenue from Journal Operations: 
Revenue 
Advertising...... $174,887.46 
Subscriptions.... 15,753.94 
Journal and 
special reprint 
3,221.53 
—— $193,862.93 


169,305.69 





Expenditure 


Editorial office—Schedule ‘“B”’ 24,557.24 


Excess of revenue over expenditure for the year. $58,787.19 
Adopted. 


REPORT OF THE MANAGING 
EDITOR 


Mr. Chairman and Members of General Council: 


64. Since last reporting to General Council, two 
significant events have occurred: 


(1) The Journal office has been moved to Toronto; 
(2) The twice-a-month Journal began publication on 

January Ist, 1955. 
Adopted. 


65. Upon returning to Toronto from the Vancouver 
Meeting last June we were fortunate in securing space 
for the Editorial Offices at 176 St. George St. in a 
house owned by Dr. Tweed Samis, a member of The 
Association. This location is close by the Academy of 
Medicine, Toronto, with its splendid library, and also 
but a short distance from the General Secretary’s office 
at 244 St. George St. The summer months were occupied 
in rehabilitating the quarters, and the staff moved in on 
October 18th, 1954, 

Adopted. 


66. Dr. Gilder and Miss Moyse moved from Mont- 
real to Toronto. Dr. MacDermot and two other mem- 
bers of the staff remained in Montreal. It is anticipated 
that by June 30th, 1955, the transition period will have 
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been completed and the Montreal office will be closed. 
Five new members have been added to the Journal staff 
in Toronto, which appears at the present time to be 


adequate. 
Adopted. 


67. It became necessary to establish an Advertising 
Review Committee in Toronto to assist with the screen- 
ing of all advertising copy submitted for publication. We 
are happy to report that Dr. Ray Farquharson, Professor 
of Medicine, Dr. Kenneth Ferguson, Professor of 
Pharmacology, and Dr. K. J. R. Wightman, Professor of 
Therapeutics in the University of Toronto, very kindly 
agreed to act on the Committee along with Dr. Gilder, 
Miss Moyse and the Managing Editor. The Committee 
has already rendered excellent service, both to the 
Journal and to a number of advertisers. 

Adopted. 


68. The first issue of the new Journal was mailed 
very close to January Ist, 1955, and has been appearing 
on time ochneenaalle. Bearing in mind that we were 
operating with a relatively new team, assembled in new 
quarters, doing business in a new printing plant (the 
Murray Printing Company having but recently moved 
into its magnificent new building), one feels that those 
concerned with producing the Journal on time are to 
be congratulated. 

Adopted. 


69. While it is too soon to forecast with any degree 
of accuracy the financial picture of the Journal for 1955, 
it may be reported that prospects for advertising are 
favourable and by careful guarding of printing and other 
costs it is hoped that the deficit at the end of the year 
will be not greater than as predicted in the accompany- 
ing budget. The following figures, which you are asked 
to regard as somewhat speculative at the moment, will 
give the General Council some idea of anticipated 
Journal income and outgo for the current year. 


Adopted. 
Anticipated revenue: 
Income from Advertising... $210,000.00 
Subscriptions, reprints, etc.. 15,000.00 
NE NS basco d ca Bee $225,000.00 
Anticipated costs: 
IS i. Saw aie Sab OK ats 170,000.00 
PN ic Aa eee ois 50,000.00 
Agents’ Commissions...... 15,000.00 
General Expenses......... 17,000.00 
Contingencies............ 8,000.00 
PO I 6.80 HAG TS $260,000.00 
Anticipated loss on the year’s operation...... $ 35,000.00 
Adopted. 


70. One would like to think that this anticipated 
deficit will be reduced and the Council may be assured 
that every care is being taken to control costs. However, 
we have embarked upon an enterprise of considerable 
magnitude, and bearing in mind that no part of mem- 
bership fees is applied to Journal costs, and that time 
will be required to persuade clients to increase their 
advertising with us, one feels that the situation may be 
thought to be well in hand. 


Adopted. 


71. Reference will now be made to the financial 
statement for the year 1954, utilizing also a comparative 
table covering a five-year period. It will be observed 
that we showed a profit last year of something over 
$20,000.00. While revenue was up some $14,000.00 over 
1953, expenditures went up more than $30,000.00, due 
mainly to increases in salaries and printing costs. It will 
be observed also that since 1950, the Journal annual 
budget has risen from approximately $100,000 to 
$260,000.00, but despite rapidly rising costs. during that 
period, the Journal has shown a net profit of $68,000.00. 

















Canad. M. A. J. 
Sept. 1, 1955, vol. 73 





Revenue 1950 
RR sss eid ne ba 2 axe $ 88,536.90 
PEE. oo nc cass eke Kee ° 17,124.56 
Reprints and sundry sales......... 519.56 

WE ats 05 clad ernest 8 106,181.02 

Cosis 
UE is ales awe. ace eT 81,381.04 
Pc Sas cece hig kee ee 13,585.26 
Other expenses (agents’ commis- 

sions, audit and general exp.). . 13,746.83 

I fs sic ok ees SEG a 108,713.13 

Excess of revenue over costS.......... 2,532.11 
(loss) 

Total advertising pages............... 1,057 

Total ceniek MOUNNE. ss o's oc Po es 

72. Taking the long view, there is every reason to 


hope that in the not too distant future the Journal will 
carry itself, and there is also reason to hope that it may 
prove to be a better revenue producer than its monthly 
predecessor was in its best year. 

Adopted. 


73. Before concluding this report, your Managing 
Editor wishes to acknowledge with gratitude the pleasure 
it has been to work with Dr. MacDermot, the retiring 
Editor, For a considerable number of years, and more 
particularly during the past five years, our joint interests 
in the Journal have brought -us into close contact and 
our relationships have been most cordial and_har- 
monious. 
Adopted. 
74. I would like to say also that it is a pleasure to 
work with Dr. Gilder and the splendid staff which has 
been assembled in the Journal office in Toronto, each 
one of whom is keenly interested in the welfare of the 
Journal. The production of the official organ of The 
Canadian Medical Association is in good hands. 
All of which is respectfully submitted. 
T. C. ROUTLEY, 
Managing Editor. 
Adopted. 


REPORT OF THE EDITOR 


Mr. Chairman and Members of General Council: 
75. I beg to report an encouraging year for the 
Journal. The chief point of interest has been the ex- 
pansion of the Journal to two issues per month, as 
planned. I am glad to report that this development has 
been carried out smoothly and successfully. The supply 
of material is adequate, and we are confident that the 
increased rate of publication will be fully justified. We 
are more dependent than ever on the help of our 
Provincial representatives, and of all who provide us 
with variety of material. 

Adopted. 


76. Two special issues are being planned. The first 
will be the Educational Number, which will appear in 
July. This will contain material concerning various 
aspects of medical teaching, of licensure, and of intern- 
ships. The second, which will appear in the fall, will 
commemorate the rebirth of the Montreal General H®s- 
pital, the oldest teaching hospital in Canada, whose new 
establishment opens in May. These special issues have 
been in preparation for many months. It is felt that they 
will be of considerable interest. 


Adopted. 

77. | The Montreal office, in which some of the editing 
and make-up, all of the illustrations and the indexing 
paves been carried on through the winter, is being closed 
own, 


Adopted. 
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1951 1952 1953 1954 

$105,561.91 $125,800.42 $160,710.42 _ $174,887.46 
15,173.08 15,531.80 15,599.60 15,753.94 
336.65 1,287.22 3,057.98 3,221.53 
121,071.64 142,619.44 179,368.00 193,862.93 
87,389.48 96,556.95 103,911.40 112,883.04 
15,692.51 © 19,068.77 20,494.00 33,073.45 
13,136.06 17,871.93 18,662.81 27,473.31 
116,218.05 133,497.65 143,068.21 173,429.80 
4,853.59 9,121.79 36,299.79 20,433.13 

1,129 1,094 1,131 1,149 

152,738 154,079 155,605 

Adopted. 


78. Since this will be my last opportunity to speak 
as the Editor of the Journal I should like to make some 
remarks in retrospect. 

Adopted. 


79. My association with the Journal extends over the 
last 31 years. Dr. A. D. Blackader in 1924 was kind 
enough to accept—and improve—some of my work, and 
I was fortunate in being able to keep in close associa- 
tion with the Journal from then on. The more I look back 
over its older issues the deeper is my respect for Dr. 
Blackader. It wasn’t only that when he took up the 
editorship he was long past the retiring age; that he 
worked devotedly; that he took practically no pay for his 
work; these things were remarkable, no doubt, but it 
is not of them that I am thinking. It was his unquestion- 
ing faith in the future of the Journal that impressed me. 
He knew that it was young and weak, as was its raison 
d’étre, The Assoeiation itself. But he also knew that we 
had men in Canada whose work and writings were of high 
quality. With their support he believed that the Journal 
could eventually take its place with other good national 
journals, It was by his faith and incessant labour that 
at the time of his retirement in 1929 (he was then 82) 
the Journal was set on a solid foundation. One could 
truly apply to him Wordsworth’s 


Give all thou canst; High Heaven rejects the lore 
Of nicely calculated less or more. 
Adopted. 


80. His successor, Dr. A. G. Nicholls, whilst less 
aggressive still had the excellent qualities of clear ex- 
pression and patience, and I learned much as _ his 


assistant. 
Adopted. 


81. When I received my appointment as Editor in 
1942 I became acutely aware that there was a war on. 
At some other time it would have been interesting to 
look back on history and comment on the embarrass- 
ments of the Journal in the days of the First Great War, 
but from 1940 I was too much absorbed with my own 
similar editorial struggles to be able really to feel much 
concern with those earlier woes, much as I could ap- 
preciate them. Before long I was also given the task of 
preparing a Bulletin to be sent to overseas medical 
officers. I have never been able to find out what anyone 
thought of this effort, which is only to be expected when 
I add that we learned at the end of the war that the 
large bundles of the Bulletins which had been sent over 
for distribution, were still lying peacefully but quite use- 
lessly tied up at an otherwise probably efficient head- 


quarters, 

Adopted. 
82. I am extremely proud of the Journal as it is at 
present. An editor must always expect some degree of 


censure, and therefore he may be allowed to claim what- 
ever glory is due him. But there are too many people 
involved in the production of a journal for any one to 
take too much credit to himself. However, as a journal- 
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istic achievement one can look with some complacence 
at the row of neatly bound volumes representing thirteen 
years’ work. A perverse friend of mine has remarked 
that they might also be regarded as coffins. But they 
are coffins which are always being opened for valuable 
information. 

Adopted. 


83. There have been changes and improvements in 
the physical aspects of the Journal, and of course. the 
latest and most significant is that of the twice monthly 
publication. I proposed this change because I felt that 
we had reached a stage when we had to meet the 
gradually and naturally increasing demand for more 
space. No doubt we shall eventually become a weekl 

publication, There will be changes in journalism whic 

we should try to foresee. The special fields must eventu- 


ally want their own publication, and The Association ~~ 


may some day have to consider the possibility of helping 
to provide these extra channels. 
Adopted. 


84. At present, however, and for a long time to come 
our Journal should continue to provide the wider out- 
look and to encourage variety of interest. 

Adopted. 


85. With my retirement I wish to record my deepest 
appreciation of the work of my staff. The Journal has 
been the work of a faithful and always harmonious team, 
and cannot continue otherwise. I know that my _ suc- 
cessor, Dr. Gilder, will receive the same support as I have 
had. I can wish him little else. The prospects of the 
Journal are bright. May it prosper.and go on from 
strength to strength. 


All of which is respectfully submitted. 
H. E. MacDERMOT, 
Editor. 


Adopted. 


The Resolutions Committee brought in the follow- 
ing resolution: 


Moved by Dr. H. T. Ewart, 
seconded by Dr. M. A. R. Young, 

THAT WHEREAS this year marks the retirement of 
Dr. Hugh Ernest MacDermot, the efficient and 
beloved Editor of The Canadian Medical Associa- 
tion Journal 

AND WHEREAS under the guidance of Dr. Mac- 
Dermot The Canadian Medical Association Journal 
has become a vital force in medical education and 
journalism in Canada and throughout the world 
THEREFORE BE IT RESOLVED that this General 
Council of The Canadian Medical Association 
spread upon its permanent records an expression 
of its appreciation of the able, scholarly, and 
untiring efforts of Dr. MacDermot in promoting 
the activities of this Association through the 
columns of The Canadian Medical Association 
Journal. The Canadian Medical Association has 
always appreciated the kindly and modest per- 
sonality of Dr. MacDermot and wishes him many 
happy years of retirement when his undoubted 
literary gifts may continue to flourish unhindered 
by the onerous duties of the office to which he 
gave so many years of distinguished service. 


Carried Unanimously. 


REPORT OF THE COMMITTEE ON 
APPROVAL OF HOSPITALS FOR 
THE TRAINING OF INTERNS 


Mr. Chairman and Members of General Council: 


86. The work of the Committee this year has lacgely 
been in preparation of the new “Basis of Approval of 
Hospitals for the Training of Interns in Canada,” and as 
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a consequence the work in considering new hospitals for 
approval has been held at a minimum. 


87. This “Basis of Approval” has been circulated 
to the Canadian Hospital Association, the Association of 
Medical Colleges of Canada, the Royal College of Phy- 
sicians and Surgeons of Canada, the Canadian Intern 
Placement Service, the College of General Practice of 
Canada, the Canadian Commission on Accreditation of 
Hospitals and to several individual hospitals which had 
expressed an interest in it. 


88. The “Basis of Approval” is appended to this re- 

port and we would recommend its adoption. If it is 

adopted, your Committee proposes that hospitals would 

be ind to apply for approval under the new “Basis.” 
All of which is respectfully submitted. 


J. GILBERT TURNER, 
Chairman. 


Personnel of Committee: 


Dr. J. Gilbert Turner, Montreal (Chairman ) 
Dr. R. A. Seymour, Vancouver 

Dr, J. F. C. Anderson, Saskatoon 

Dr L. O. Bradley, Calgary 


The presentation of this report and its appendix, 
consisting of the basis of approval of hospitals for the 
training of interns in Canada, gave rise to considerable 
discussion, Dr. Turner and his committee were warmly 
commended for the study which had led to the com- 
pilation of this new “Basis of Approval.” However, it 
was felt that certain modifications would have to be made 
to make it more workable for all concerned. 

Several speakers referred to the proposed basis of 
pom as an ideal which might be attained but which 
if applied literally at this time would eliminate many of 
our teaching hospitals. It was conceded that the proposed 
rotation provided the optimum experience for the first 
year following the completion of the academic course but 
many hospitals would require time to adjust to it. The 
committee was urged to administer the new basis with 
considerable discretion, and to permit hospitals now on 
the approved list time to prepare schedules of rotation, 
arrange affiliations and adjust their services to the new 
requirements. 

One suggestion was that provision should be made 
for a report from the intern to the Committee on Approval 
on the basis of his experience at the end of his intern year. 
The speaker felt that it might be valuable for the com- 
mittee to have the views of the young doctor whose 
training is our chief concern. 

Dr. Kelly outlined for General Council the back- 
ground and procedure by which the C.M.A. has under- 
taken to exercise the function of approval of hospitals 
for internship. In 1930 the C.M.A. had a Department of 
Hospital Service. This Department undertook to identify 
those Canadian hospitals which it considered to be worthy 
of recommendation to a prospective intern for a first 
year’s internship. Since 1930 we have operated with the 
same Basis of Approval which was drawn up in that 
year. This new document which is here presented is an 
attempt to bring our ideas up to date for 1955. A 
Canadian hospital seeking approval communicates with 
the General Secretary, and application forms and a copy 
of the Basis of Approval are sent. It has not been possible 
to make a physical examination of the hospital, and our 
Committee has had to reach their decision for or against 


-approval on the basis of the written applications received. 


In every instance, the documentary information has been 
circulated to the members of the Committee, and it is 
on their vote that a final decision is reached. The pres- 
ence of representatives of the Canadian Commission on 
Hospital Accreditation in the field will greatly assist 
the work of the Committee by rendering reports based 
on actual inspections. 
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BASIS OF APPROVAL OF 
HOSPITALS FOR THE TRAINING 
OF INTERNS IN CANADA 


PREFACE 


“The improvement of medical services however 
rendered” has been one of the prime objects of The 
Canadian Medical Association since The Association was 
founded in 1867. In 1930 the General Council of The 
Canadian Medical Association recognized the need for 
standardizing intern training in Canada and the de- 
sirability of raising the quality of intern training in hos- 
pitals across the country. The Department of Hospital 
Services, and later the Committee on Approval of Hos- 
pitals for Internship, was therefore authorized to establish 
a set of standards and to administer a programme for 
approving hospitals for intern training. The following 
year a klet was prepared and published by the De- 
partment of Hospital Services (C.M.A.) entitled “Basis 
of Approval for Internship of Hospitals in Canada” which 
contained an outline of essential requirements considered 
necessary for the training of interns. 

The same year, arrangements were made with 
the American Medical Association which already had a 
scheme for approving hospitals, for the reciprocal recog- 
nition of approved hospitals in Canada and the United 
States. This arrangement was considered necess. in 
view of the frequent interchange of medical students 
and interns between the two countries. A 12-month 
rotating internship in a hospital approved by the C.M.A. 
or A.M.A. is recognized by the Royal College of Physi- 
cians and Surgeons of Canada and the American Boards 
as a requirement for specialty training. 

Many changes have taken place in medical and 
hospital practice since the approval plan was introduced 
in 1931. New scientific developments and changing social 
customs have also influenced undergraduate ae post- 

aduate medical education in recent years. It is there- 
ore considered timely that the current concept of intern 
training be re-examined with a view to redefining the 

oal of the intern in his relationship to the medical and 
ospital staff of the hospital and his future practice. It 
is the intention of this booklet, therefore, to define this 
relationship and to establish a new basis for approving 
hospitals in Canada for intern training. 

: The basic rotating internship is considered to be 
an essential educational experience for every graduate 
in medicine, regardless of the career be vst 4 he may 
pursue, The primary function of the C.M.A. in this field 
is the identification of those Canadian hospitals where 
adequate training may be obtained. Other agencies in 
Canada, notably the Royal College of Physicians and 
Surgeons of Canada, identify hospitals for other purposes. 
Hospitals which by their specialized interests do not 
provide an all-round training required for basic intern- 
ship, should not seek approval for this purpose. 


I. INTRODUCTION 


It has long been recognized that the initial intern- 
ship taken by the medical graduate constitutes a crucial 
phase in the education of a physician. The medical con- 
cept that he develops and the technical skills that he 
gains will remain with him throughout his professional 
career. His first hospital appointment is his first real 
contact with clinical medicine, bridging the period be- 
tween the formal training he has had as a medical studegt 
and the time when he will enter medical practice. 
During this time the intern is given an opportunity to 
apply the principles and knowledge he has learned in 
medical school, and to develop clinical judgment and 
professional competence as a doctor. 

Because of the importance of the initial intern- 
ship in moulding the physician into a man or woman 
of high professional ability and moral integrity, the Com- 
mittee on Approval of Hospitals for the Training of 
Interns has, throughout the succeeding chapters, re- 
peatedly emphasized the educational aspect of the junior 
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internship, The Committee has also stressed the need for 
the young doctor to have a broad clinical experience 
through the major fields of medicine, surgery, obstetrics 
and children’s di . The junior internship is con- 
sidered to be primarily an educational experience tor the 
intern rather than the provision of an added service in 
a hospital. 

Responsibility for the extension of medical educa- 
tion of interns rests on the shoulders of the attending 
medical staff. In accepting interns, the medical statt 
must accept a serious responsibility not only to the 
medical profession as a whole and the interns during the 
course of their clinical teaching, but also to the com- 
munities in which these physicians will later become 
established. 

In order that interns may receive the necessary 
practical training in the arts and sciences, as well as the 
ethical and sociological aspects of medical practice, the 
medical staff must be of high professional competence 
and moral integrity, willing to spend considerable time, 
often at personal inconvenience, in conscientiously dis- 
charging their teaching responsibilities toward intern 
training. In turn, interns must appreciate the time 
and effort directed upon them by the medical staff and 
should co-operate with, them to the limit of their ability. 

Notwithstanding the pre-eminence of education, 
the intern must be mindful of the opportunity the hos- 
pital has given him, his maintenance and prerequisites, 
and in return serve the hospital faithfully in discharging 
the responsibilities assigned to him. 

The two chief components of an intern trainin 
programme are bedside teaching through regularly hel 
ward rounds, and a well integrated programme of clini- 
cal or clinico-pathological conferences. Attending regular 
ward rounds and clinical conferences gives the intern 
repeated opportunities to review varying aspects of diag- 
nosis and treatment of disease with the assistance, and 
under the guidance, of an experienced member of the 
medical staff. He+herefore is able to improve his clinical 
judgment and knowledge in the light of his experience 
and that of the more experienced clinical teacher. 

One of the problems of intern placement has been 
the growing discrepancy between the number of intern- 
ships offered by hospitals and the number of applicants 
available to fill them. This shortage of interns has 
created a hardship chiefly among smaller hospitals 
which, by their size, usually have a small intern quota 
and no senior or resident staff to supplement the short- 
age or assist in the teaching programme. Where the 
intern staff is below the recognized standard, the avail- 
able interns may be called upon to give an excessive 
amount of time in providing hospital services at the 
expense of their intern training. A shortage of interns 
also makes it difficult for the medical staff to carry out 
a well organized and integrated training programme. 
Some hospitals have aggravated the intern problem by 
offering excessive stipends as a means an attracting 
interns. This practice often means that interns accepting 
these appointments are expected to provide more 
service to the hospital, to the detriment of educational 
programme. 

Where an effective programme for intern educa- 
tion is in operation, improvement of patient care in that 
hospital is inevitable. Interns are attracted to pro- 
grammes of high educational value. 


II. Ess—ent1AL REQUIREMENTS FOR AN APPROVED 
INTERNSHIP 


Hospitals seeking approval for the training of 
junior interns must be in a position to meet the follow- 
ing requirements: 

1. Full Accreditation (see below). 

2. Bed capacity of 150 beds (excluding bas- 
sinets); admission rate of 4,000 cases per year; occu- 
pancy rate of 75% (see below). 

It was suggested that this be amended to read 
“Admission rate of 4,000 cases per year; occupancy rate 
of at least 75%.” . 
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The suggestion of omitting the reference to bed 
capacity was not strongly- supported at the meeting. 


8. Autopsy rate of 25%. 
4. General Rotating Internship. 


Ill. Hosprran ORGANIZATION AND STAFF 


1. Full Accreditation.—Hospitals in Canada and 
the U.S.A. that are fully accredited by the Joint Com- 
mission on Accreditation of Hospitals must have a satis- 
factory administrative and medical staff organization. 
This includes adequate diagnostic and treatment services 
commensurate with the size and type of hospital. The 
Committee on Approval of Hospitals for the Training 
of Interns has accepted this standard of full accredita- 
tion as a basic requirement for junior intern training. 


2. Beds, Admissions and Occupancy Require-~ 


ments.—Experience in the training of interns has in- 
dicated that an adequate number of teaching beds is 
necessary in each of the major clinical services 
(medicine, surgery, pediatrics and obstetrics) for a 
satisfactory intern training programme. A hospital with a 
capacity of less than 150 beds, set up, will not likely 
have sufficient teaching beds in all major services to 
provide interns with proper experience. Because of the 
general shortage of interns in this country, and a desire 
to maintain intern training on the highest possible educa- 
tional level, so that interns may be provided with as 
broad a clinical experience as possible, the Committee 
has limited approved hospitals to those with 150 beds 
or over (excluding bassinets). It has also set an admis- 
sion rate of 4,000 cases per year excluding newborns 
and an occupancy rate of 75% as a reasonable minimum. 


3. Patient -Intern Ratio. —In determining the 
junior intern quota for an approved hospital, a realistic 
account should be taken of the number of teaching beds 
available for junior intern training. This should include 
public ward and private beds but should not include 
private cases for which the intern is allowed to assume 
no responsibility beyond the completion of a_ history 
and physical examination. Such beds cannot be con- 
sidered as available for teaching. 

Cognizance should also be taken of the duties 
that may be required of the intern in outpatient depart- 
ment, emergency or admitting services, the laboratory 
or other similar assignments. A hospital which employs 
seniors or residents should consider the amount of teach- 
ing material which will be utilized by them, which if 
spread too thin will be of little educational value to any 
of the intern or resident staff. 

Because of the many variations in the type of 
sickness, degree of disability, and the amount of care 
that patients may require, it is not possible to make a 
hard and fast rule concerning the number of patients 
which should be assigned to an intern. An intern would 
be able to care for more chronically ill patients on a 
medical ward than those who are acutely ill on a surgical 
service. Overburdening an intern with responsibility for 
an excessive number of patients lowers the educational 
value of the internship and is just as damaging as a 
limited experience with too few patients. 

In general, the patient-intern ratio should not vary 
beyond 15 to 30 teaching patients per intern depending 
on the type of case and service. It is the responsibility 
of the chief of service to which interns are assigned, to 
evaluate the work load of interns and make adjustments 
accordingly. 

4, Medical Staff.—All physicians appointed to the 
medical staff must have proper qualifications as to medi- 
cal education and_ licensure in accordance with 
accreditation standards. It is desirable that the heads 
of clinical services be Fellows or be certificated by the 
Royal College of Physicians and Surgeons of Canada 
and that staff members in the Department of General 
Practice be members of the College of General Practice 
of Canada. . 

In order to achieve efficiency, the medical staff 
of the hospital must be properly constituted through 











Canad. M. A. J. 
Sept. 1, 1955, vol. 73 






by-laws and regulations, and the professional work of 
the hospital must be divided into major departments 
or services. 

The by-laws should provide for the president or 
chairman of the medical staff, as well as heads of 
services, to be elected or appointed annually. It is im- 
portant that by-laws or regulations define the responsi- 
bility of chiefs of services as well as members of the 
courtesy, consultant, active, associate and other medical 
staff members, in relation to the. care of public and 
private patients in the hospital. 

The medical teaching staff must be limited to 
physicians whose professional and moral integrity are 
unquestioned, who are proficient in the field of practice 
to which they devote themselves and who abide at all 
times by the Code of Ethics of The Canadian Medical 
Association and its Provincial Divisions. 

5. Intern Committee.—It is necessary that a com- 
petent member of the medical staff be appointed as co- 
ordinator of the intern training programme. This may be 
a full- or part-time appointment. An intern committee 
of the medical staff must also be appointed and must 
actively assist the co-ordinator with the planning and 
supervision of the intern training programme. 

Chiefs of departments for each major service 
should take a prominent part in developing with the co- 
ordinator and intern committee, an effective programme 
of bedside teaching (ward rounds) as well as other types 
of clinical conferences. Assistance will be required from 
the pathologist, radiologist and other department heads 
who can contribute to a well balanced training pro- 
gramme in all fundamental branches of medical practice. 

A set of rules and regulations setting forth the 
intern’s duties and privileges should be prepared by the 
co-ordinator and committee in conjunction with the hos- 
pital administrator. It is desirable to outline a compre- 
hensive programme in the form of a manual which in- 
cludes such items as floor procedures, general orders 
and the like, and in addition defines the intern’s 
responsibilities and hospital requirements. 

It is emphasized that all members of the attend- 
ing medical staff must share the responsibility for the 
intern training programme if it is to be a success and 
will be required to assist and participate in the pro- 
gramme to the full. 


IV. THe INTERNSHIP 


1, General Rotation—The ideal approved junior 
internship should consist of a general rotating internship 
of at least twelve months’ duration. During this period 
the intern should receive supervised practice in each of 
the four major departments of letinatll quelidina: surgery, 
peediatrics and obstetrics. This general experience is con- 
sidered necessary to fit the new medical graduate for 
either general practice or specialty training. If hospitals 
are unable to provide a rotating programme through 
all the major services, the programme may be supple- 
mented by affiliation with another hospital. (See below. ) 

Interns ordinarily should not be assigned to more 
than one major division at a time. They must serve three 
consecutive months in each of the departments of in- 
ternal medicine and surgery. 

Suggested amendment—“They should serve a 
minimum of three months in each of the departments. . .” 

No assignment to other major departments may 
be of less than two consecutive months’ duration. 

Intern committees should arrange to have the in- 
tern gain some experience in the ambulatory fields of 
medical practice such as the admitting, emergency or 
outpatient departments, as well as in the treatment of 
communicable disease, laboratory diagnosis, radiological 
interpretation, physical rehabilitation and psychiatric 
aspects of medical practice. Experience in these areas 
may be obtained in conjunction with clinical meetings 
or conferences. 

In (rare) instances where the Committee is satisfied 
that a hospital is unable to provide rotation through all 
major services, provisional approval may be granted. 
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It was suggested that the word “rare” be replaced 
by the word “those”. 
However, hospitals so approved must give evidence that 
they are actively endeavouring to introduce a general 
rotating programme for junior interns. It is unlikely that 
hospitals whose patients represent a particular age group 
or a special field of medicine will qualify for approval. 
Such hospitals more properly fall within the jurisdiction 
of the Royal College of Physicians and Surgeons, for 
specialty training. However, these may be affiliated with 
an approved hospital for the rotation of junior interns 
in that special field. 


2. Affiliation — (Also see above.) — Hospitals 
which lack adequate teaching beds in a major clinical 
department may augment their general rotating pro- 
gramme by affiliation with another hospital and thus 
qualify for approval. Such hospitals will be considered 
the parent hospital and will be held responsible for the 
over-all training programme. Hospitals which are 
affiliated with the parent hospital will be listed on the 
approved list under the parent hospital as providing 
specific services. Training by affiliation will not be ap- 
proved for more than one major service in a_rotation 
programme and must not exceed three months in a 
twelve-month period. It is visualized that affiliation will 
largely be in the field of pediatrics, obstetrics and 
the care of ambulatory patients. 


3. Mixed and Straight Internships.—A mixed in- 
ternship is one in which at least half of the total time 
is spent on one of the four major services with additional 
experience on one or more, but not all, of the other 
major clinical divisions. 

A straight internship provides experience on a 
single service, although one or more related subspecial- 
ties may be included. 

These internships will not be approved by the 
Committee for initial intern training, and should be taken 
in a second year. 


4. Clinical Records.—The attending physician or 
surgeon is directly responsible for the accuracy and com- 
pleteness of clinical records concerning all patients 
under his care. This includes a record of the work done 
by the intern. 

It is therefore the responsibility of the attending 
physician to check the intern’s work which will include 
the history, physical examination, diagnostic procedures 
and various progress notes which may have been made. 
Any errors or omissions in diagnosis, treatment, or 
associated techniques should be brought to the attention 
of the intern. A summary including the diagnosis should 
be completed for each patient’s stay in the hospital and 
be signed by the attending physician. 

5. Statistics. — It is the responsibility of the 
medical record librarian to work closely with the intern 
committee, chiefs of services and other staff members to 
ensure that records are complete and promptly submitted 
for filing and indexing so that they may be readily 
available for future reference. 

The medical record librarian should also com- 
pile statistics for the medical staff. The number of 
patients admitted or discharged from each clinical 
department should be provided monthly for private 
and ward services. The number of hospital days of care 
or average daily census, deaths and necropsies, surgical 
procedures, and the number of cases admitted or dis- 
charged should all be compiled currently by services 
so that interns may study the over-all picture of ae 
and mortality on their service and in the hospital as 
whole. 

6. Review of Hospital Practice. —. An irapartial 
committee of the medical stafl should carry out a 
monthly review of hospital practice which should include 
a review of medical records, studies of the tissue com- 
mittee, and various diagnostic procedures in conjunction 
with the pathologist and radiologist so that the adequacy 
and completeness of diagnosis and treatment may be 
evaluated. An annual summary of cases reviewed should 
be available. By reviewing cases which have been 
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selected at random or which are rare or obscure in 
nature, the intern and medical staff receive much 
educational benefit. This helps to improve.the quality of 
medical practice in the hospital. 


7. Pathology 


(a) The Pathologist—The Department must be 
directed by a qualified pathologist who is certificated by 
the Royal College of Physicians and Surgeons of 
Canada or otherwise recognized as a_ specialist in 
pathology. The extent of time spent by the pathologist 
in the hospital and the services provided shail be ade- 
quate for the size and type of hospital. The pathologist 
is responsible for the supervision ot various clinical and 
pathological laboratory diagnostic procedures carried out 
by the laboratory and intern staff. 

It is important that the pathologist be available 
for consultation with members of the attending and 
intern staffs and as well, participate in various clinico- 
pathological and departmental conferences. He should 
attend ward rounds frequently so that the intern and 
attending staff may have pathological relationships of 
cases discussed and interpreted. 


(b) Space and Equipment. — Hospital labora- 
tories should be well equipped to provide the usual 
clinical diagnostic procedures including tissue pathology. 
The facilities must be available to interns for routine 
laboratory procedures. Adequate space, facilities and 
equipment should also be provided for the performance 
of necropsies. Laboratory staff, equipment and space 
should be consistent with the number of beds and _vol- 
ume of work in the hospital. 


(c) Autopsy Rate.—The autopsy rate has come 
to be recognized as an index of the scientific interest 
of the attending staff. Well performed post mortem 
examinations and the study of their findings enable 
physicians to improve their clinical diagnosis and treat- 
ment. No hospital will be approved for intern training 
which does not maintain an autopsy rate of at least 
25% of its deaths (exclusive of stillbirths and cases 
released to legal authorities). Necropsies performed by 
legal authorities may be included if performed in the 
hospital. 


In examining the autopsy rate, the Committee 
will take into consideration the types of cases on which 
autopsies were performed as these should be a reason- 
able cross-section of deaths representing cases of all 
types. Autopsies should not be confined to chronic or 
pediatric cases. 


It is recognized that autopsies may be of little 
or no value unless they are conducted by a competent 
physician and unless some use is made of the report. 
It is therefore important that a certified pathologist con- 
duct or supervise autopsies, that interns be required to 
be present and/or assist at autopsies, and that full use 
be made of reports at clinico-pathological conferences. 


8. Radiology.The Department must be directed 
by a qualified radiologist who is certificated by the Royal 
College of Physicians and Surgeons of Canada, or other- 
wise has equivalent qualifications. The radiologist must 
devote sufficient time to the hospital for the proper 
performance of radiological services, and is responsible 
for the supervision and technical work of his department. 
It is his responsibility to perform or supervise fluoro- 
scopic examinations, to interpret films and to consult 
with the attending and intern staff concerning radio- 
logical diagnosis and the interpretation of roentgenograms 
for in-patients and out-patients. He should attend staff 
meetings as well as those clinical conferences in which 
his participation may be of value to the attending and 
intern staff. 


9. Medical Library.—It is important that a library 
committee composed of the attending staff be appointed 
to guide the intern in his reading and to ensure that an 
adequate collection of current journals as well as recently 
published recognized standard texts, monographs and 
reference books are received and maintained from year 
to year. The library can be of considerable educational 
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value to the intern as a source of reference and interns 
should be encouraged to spend a substantial amount of 
time in the study and review of current medical litera- 
ture pertaining to the service to which they are 
assigned. 

The library must be properly supervised, should 
be comfortably appointed for leisurely reading, and 
should preferably be located in the hospital. 


V. THe TEACHING PROGRAMME 


1. Orientation of the Intern. — As emphasized 
above, the degree of effort, thoughtful assistance and 
helpful attitude of the medical staff are deciding factors 
in providing a satisfactory junior internship. When the 
intern commences his hospital training, he should be 


properly introduced and orientated to the administrative - 


and professional organization of the hospital and the 
various ancillary services and departments that will be 
available to him. These will include the department and 
school of nursing, social service, dietetics, physical 
therapy, record room, library, pharmacy and other 
services as well as recreational facilities. It is important 
that his terms of reference to the hospital and the 
medical staff and the duties expected of him, as well 
as rules pertaining to his conduct, be thoroughly and 
carefully reviewed. Such an orientation given early in 
the course of the internship will allow intern, medical 
and hospital staffs to commence the period of intern 
training with a full understanding of what is expected 
of each. The feeling of confidence thus engendered will 
permit the intern to gain much more benefit from his 
hospital training programme. 


2. Bedside Teaching.—The most important aspect 
of intern training consists of well organized ward rounds, 
preferably daily, which includes well prepared teaching 
clinics at the haddide. During these rounds the attend- 
ing physician should systematically and thoroughly dis- 
cuss all aspects of each case on the service includin 
the history, the physical examination, the clinical an 
laboratory findings, and the diagnosis and treatment. 
The preventive, sociological, psychological and environ- 
mental aspects of the case should also receive proper 
emphasis. This constant and repeated contact with the 
patient and review of diagnostic and treatment proce- 
dures will form the basis of the young doctor’s clinical 
experience, knowledge and skill. 


3. Conferences. — Clinical or clinico-pathological 
conferences are second in importance only to bedside 
teaching in the educational programme for the intern. 
These may be general conferences or departmental con- 
ferences and should be conducted in co-operation with 
the pathologist, radiologist and other representatives of 
departments or services who can add to the general 
discussion. 

All conferences should be scheduled at hours and 
places mutually convenient to the attending and intern 
staffs. Interns should be excused from attending such 
conferences only for emergency cases or equally impor- 
tant reasons. To be effective, conferences require con- 
siderable planning and preparation. It is therefore im- 
portant that the attending staff assume most of the 
responsibility for this preparation, but interns should 
actively participate in conferences to a degree which is 
consistent with their experience. 

All departmental heads including the pathologist, 
radiologist, as well as the medical records committee, 
various scientific study groups and journal clubs, should 
be encouraged to hold regular conferences in their fields 
of interest. Interns shall be required to attend con- 
ferences of departments to which they are assigned but 
interns should be encouraged to attend all conferences. 
Such conferences will be of considerable value to the 
education and experience of the intern and will be 
especially valuable as a means of including special fields 
or departments with which the junior intern will have 
limited contact in his first year of training. 
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4, Tissue Committee.—Approved hospitals will be 
required to have a special tissue committee or equivalent 

y to supervise and maintain a high degree of diag- 
nostic and surgical performance in the hospital. Two 
chief functions are expected of this committee: (a) to 
study and report the agreement or disagreement between 
preoperative diagnosis and reports given by the 
pathologist on tissues removed at operation; (b) to re- 
view the records and materials pertaining to normal 
tissues removed by surgical means. 


5. Training in Major Departments 


(a) Internal Medicine — The Department of In- 
ternal Medicine should afford each intern with an oppor- 
tunity to obtain adequate instruction and experience in 
enn medicine including the Ps chological, socio- 
ogical and psychosomatic aspects o Roam A full three 
months out of a twelve-month internship must be served 
in this department and precautions should be taken to 
see that the intern does not spend too much time in the 
various medical subspecialties and thus lose sight of the 
patient as a whole and as a person. Emphasis should 
be placed on the diagnosis jad treatment of the more 
common medical conditions and diseases seen in medical 
practice. Bedside teaching and discussion should be 
stressed rather than the teaching of special procedures 
or techniques in various medical subspecialties. It is 
important that the intern not be relegated to a minor 
role in the care of the patient in favour of the senior, 
resident, or research assistant. The final goal of the intern 
in his first year should be to acquaint him with the 
broad interrelationships of infection, environment, 
emotional stress and other factors which contribute to 
the onset and course of disease processes. 


(b) General Surgery.—The intern must also have 
three months out of a twelve-month period in general 
surgical training. This training should be planned to 
emphasize diagnosis, preoperative and postoperative care 
rather than skill in operative techniques. However, in 
order that the interns may follow their cases more 
closely, they should be given an opportunity to act as 
assistant in the operating room. In public ward opera- 
tions, the intern (if a graduate) should be first assistant 
except in very serious or highly technical operations. It 
is also desirable when a suitable opportunity presents 
itself, to permit (graduate) interns to perform minor or 
major surgical procedures under the close supervision of 
a member of the medical staff. It is emphasized, how- 
ever, that interns should not spend excessive time in the 
operating room to the neglect of other phases of their 
training in this department. j 

It was suggested that the phrase “if a graduate” 
in the fourth sentence of the above paragraph be deleted. 
It was suggested that the word “graduate” in the fifth 
sentence of the same paragraph be deleted. 

Opportunity should be provided for the intern 
to make daily bedside teaching rounds with the surgeon 
so that instruction may be given in all aspects of surgical 
diagnosis and treatment. The dressing of surgical wounds 
should be regarded as a duty of the intern following 


instruction in these procedures. 


As part of his surgical training the intern should 
obtain sufficient instruction and experience in the use 
of anesthetics under the supervision of a well qualified 
anesthetist so that he may become familiar with the 
principles and application of the commonly employed 
anesthetics. 

(c) Obstetrics —The intern is expected to assist 
at the delivery of all patients assigned to him and to 
deliver a minimum of 20 patients under direct super- 
vision during his internship. Limited training in obstet- 
rical anesthesia is desirable. 

Emphasis should be placed on teaching the intern 
the proper management of normal labour and delivery, 
as well as those complications of labour which require 
expert consultation. 

A further important aspect of intern education is 
the experience to be gained in the out-patient depart- 
ment in the prenatal and postnatal care of patients. It 














Canad. M. A. J. 
Sept. 1, 1955, vol. 73 


is strongly recommended that such experience be made 
available to interns wherever possible. This experience 
may be given through affiliation with other hospitals or 
clinics. 

(d) Children’s Diseases. — It is the considered 
opinion of the Committee as well as others concerned 
with intern training that experience in children’s 
diseases is essential tor the general education of all new 
medical graduates. The Committee therefore requires 
that the initial internship include a period of training 
in intant and child care. This may be three months, 
but not less than two months in duration, and should 
include hospital and out-patient experience in the care 
of the newborn. In order that interns may become 
acquainted with the normal patterns of growth and 
development as well as the recognition of disease in 
its early stages, wherever possible hospitals should offer 
training to the intern in well child care. This experience 
may be gained in conjunction with immunization clinics. 


6. Supplementary Services.—The general function 
of departments of pathology, radiology, and other 
services has been mentioned above. It is the respon- 
sibility of the medical staff to discuss the interrelation- 
ships of these various ancillary services with the intern 
as they affect the diagnosis and course of disease, and 
to provide the intern staff with experience in the per- 
formance of those diagnostic procedures which are 
normally used in the office of a general practitioner. 
Interns should learn the significance and limitations of 
laboratory procedures and should be thoroughly familiar 
with techniques used in conducting autopsies. Except in 
emergencies, no assignment should be permitted to inter- 
fere with their attendance at post mortem examination 
of cases under their care. 


7. Out-patient Department. — All interns must 
gain experience in the ambulatory care of patients under 
circumstances comparable to the office practice of 
medicine. This experience may be obtained in. out- 
patient departments, admitting or emergency services 
or through departments which treat ambulatory patients. 
Experience of this kind affords the intern an oppor- 
tunity to observe disease in its various stages of de- 
velopment, and he is able to follow cases both as in- 

atients and out-patients. He may therefore develop a 
lresdier concept of manifest disease and its problems. 

8. Department of General Practice. — The Com- 
mittee recommends that Departments of General Practice 
be established where the size of the hospital and educa- 
tional facilities make such an organization possible. De- 
partments of General Practice are administrative rather 
than clinical in their organization and have been 
developed as a means of raising the status and prestige 
of general practitioners in the hospital. By belonging 
to such a department, practitioners may be attached to 
One or more clinical services in the hospital. This entitles 
them to attend ward rounds and be responsible for cases 
on such services. By these associations, general practi- 
tioners are able to obtain a more equitable status with 
other members of the medical staff and at the same 
time extend their professional competence and experience. 

It was suggested that this paragraph, “Depart- 
ment of General Practice,” be deleted, but this proposal 
was not strongly supported. 


VI. Tue INTERN’s DuTIEs 


1, General.—It should be emphasized that all pro- 
cedures carried out by the intern staff, in the diagnosig 
and treatment of public and private cases, are the 
responsibility of the attending physician. It is the prime 
duty of the attending physician both to patient and in- 
tern to see that all procedures conducted by the intern 
staff receive proper supervision. 

The intern’s duties, on the other hand, cannot 


be discharged on a 9:00 a.m. to 5:00 p.m. basis. The 
conscientious intern, although requiring a reasonable 
amount of free time, should give his patient’s welfare 
his first consideration in thought and deed on a ROUND- 
THE-CLOCK basis. 


x 
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2. History and Physical Examination.—The intern 
should be required to write or dictate the history on all 
public and private cases assigned to him .and also per- 
torm physical examinations on those patients. The results 
of those and subsequent’ examinations, including pro- 
visional and final diagnosis, must be recorded. 


8. Diagnostic Tests.—He should perform labora- 
tory and other routine diagnostic tests under super- 
vision, so that he may become familiar with and 
competent in those procedures which a general prac- 
titioner would ordinarily be called upon to perform. The 
proper use and interpretation of such tests is an 
important part of the intern’s training and should 
receive considerable attention by the attending staff. 

4. Ward Rounds. — It is mandatory that interns 
attend regularly organized ward rounds with the 
attending and resident staff at suitable intervals, prefer- 
ably daily. At that time they should receive instruction, 
criticism, advice and friendly counsel from their 
superiors, 


5. Autopsies.—It is important that interns attend 
all autopsies on their own patients and this attendance 
should be mandatory except where sufficient excuse is 
presented. The intern should also attend autopsies on as 
many other patients as possible. Where possible, the 
intern should perform a number of autopsies under the 
guidance of the pathologist. 


6. Conferences.—Interns are required to attend all 
conferences or seminars of departments to which they 
are assigned, and as well, all clinico-pathological, radio- 
logical, or other staff conferences unless good and 
sufficient reason precludes them from this attendance. 


7. Surgical Operations.—Junior interns should be 
first assistant during major operations for public ward 
cases. In this way they will obtain knowledge and 
experience in operating room procedures and techniques. 

They should not be used routinely as a second 
assistant and spend non-productive hours in the operat- 
ing room, when they could be experiencing more 
profitable study and experience on the surgical ward, 
admitting or out-patient departments. This applies 
particularly to complicated procedures in the sub- 
specialty group—viz. neurosurgery and orthopedics. 


8. Records and Progress Notes. — During the 
course of the patient’s illness the intern should make 
frequent progress notes and record all treatment and 
special diagnostic procedures. In the absence of senior 
house staff or attending physician, the junior intern 
should write the concluding note stating the final 
diagnosis and summarize the patient’s stay in the 
hospital before discharge. The accuracy of all progress 
notes, concluding notes and records should be attested 
to by the signature of the attending physician. 


9. Discussions with Family and Friends. — The 
intern should use the greatest care and discretion in 
discussing the progress, treatment and prognosis of 
hospital patients with members of the family, friends, 
police and reporters. He should refer such individuals to 
the attending physician and not attempt to elaborate 
or express his views on a case. 


10. Community and Hospital Resources. — The 
intern should be familiar with community health and 
welfare resources as well as ancillary services in the 
hospital. He should consult freely with such services 
and attempt to relate the social, psychological, and 
environmental aspects of the patient’s condition to the 
case as a whole. He should not overlook the valued 
assistance he can’ frequently obtain from his patient's 
religious counsellors. 


11. Reports to Provincial or Local Health Depart- 
ments.—The intern should be familiar with provincial or 
municipal legislation which requires the notification of 
the newborn, stillborn, communicable disease reports, 
and deaths including coroner cases. 
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Hospital authorities should instruct all interns in 
the relationship of the -hospital to such legislation and 
should have a supply of the necessary report forms 
available. 

12. Instruction to Others. — The intern should 
seize every opportunity to give instruction to medical 
students, nurses, social workers and others whenever the 
opportunity presents itself. Such opportunities will re- 
quire him to organize his thought and review his knowl- 
edge on the subject under discussion. 


13. Outside Remuneration.—Since the intern is a 
full-time student, he should devote all of his time to 
his professional education and may not accept outside 
remunerative positions. Any exceptions to this principle 


should be made only with the approval of the medical , 


and administrative staff. 


VII. Tue INTERN’s WELFARE 


l. Certificate of Service.—It is to thé advantage 
of both hospital and intern that an adequate record of 
the intern’s activities and progress during the internship 
be kept. Such information is necessary to the hospital in 
evaluating its training programme and is important to 
the intern to have as tangible evidence that he has com- 
pleted the first phase of his postgraduate education. 


The Committee believes that all interns are 
entitled to a Certificate of Service after they have com- 
pleted .a_ satisfactory training period. Under normal 
circumstances, hospitals are not justified in withholding 
Certificates of Service unless there has been gross 
negligence on the part of the intern in performing his 
duties. 


2. Stipends.—The internship has traditionally been 
considered an extension of the medical student’s educa- 
tion. Emphasis, therefore, should be placed on the 
training of the intern rather than service to the hospital. 
(However, the employment of interns has long been 
recognized as a financial liability to the hospital and 
therefore) it is reasonable to expect that interns will 
provide services to the hospital in recompense for the 
highly valuable experience and training that they 
receive through their hospital practice. 


Because of the increased costs of medical educa- 
tion and additional financial obligations that are placed 
on many graduates, most hospitals now provide interns 
with a reasonable stipend for their services. However, 
payment of excessive salaries, bonuses or other forms 
of remuneration as a means of attracting interns, may 
place undue emphasis on service to the hospital to the 
disadvantage of the intern’s education. If excessive pay- 
ments are necessary to attract interns, there may be 
reason to question the adequacy of the intern training 
programme. 


Stipends. It was suggested that the words “How- 
ever, the employment of interns has long been recognized 
as a financial liability to the hospital and therefore . . .” 


be deleted. 


8. Living Arrangements.—It is expected that the 
hospital will provide its intern staff with healthful food 
as well as adequate living quarters and recreational 
facilities. On the other hand, interns are expected to 
co-operate fully with the hospital in keeping their living 
and recreational facilities in good condition. 


4. Intern’s Health.—The hospital should be con- 
cerned with the intern’s health during his period of 
service. A sick intern may jeopardize his own health as 
well as the health of patients under his care. 


Each intern should be given a thorough physical 
examination as well as a chest x-ray and routine labora- 
tory investigation. This should be carried out at the 
beginning of his internship, six months later, and again 
when leaving the hospital. Arrangements for the medi- 
cal care of interns should be made in accordance with 
the customary practice in the hospital. 
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VIII. MisceELLANEOUS 


1. Intern-Resident Relationship.—_In a hospital 
conducting both intern and residency training, care must 
be taken to assure that neither group is neglected in 
the training programme. The duties and responsibilities 
of both intern and resident should be clearly defined to 
preclude this possibility, Although’ the intern cannot 
assume the same responsibility as the resident, it is im- 
portant that the intern should not be relegated to the 
position of an assistant to the resident in the performance 
of routine duties of little or no educational value. On 
the other hand the imtern should not be assigned duties 
which are above his training and experience. 


A well integrated inter-resident training pro- 
gramme can be of considerable value to each member 
of the house staff. If this is not the case a lowering of 
the morale and consequent dissatisfaction will result. 

2. Hospital-Intern Agreement.—A formal agree- 
ment, in which mutual obligations are defined, should 
be made between the hospital and applicant at the time 
of his appointment. This agreement must be honourably 
fulfilled by both parties and except for good and suffi- 
cient reason should be terminated only by mutual consent. 

3. Inspection and Reapproval of Hospitals.— 
Through the co-operation of the Canadian Commission 
on Hospital Accreditation and the Joint Commission on 
Accreditation of Hospitals, every effort will be made 
to have a field representative of one of these organiza- 
tions visit those hospitals which are eligible and which 
request approval for intern training. These representa- 
tives will carry out an on-the-spot survey reviewing hos- 
pital organization, training facilities and programme. In- 
formation arising out of this survey will be submitted 
to the Committee on Approval of Hospitals for the 
Training of Interns. These surveys will be carried out 
in conjunction with the accreditation programme and 
will be of considerable value in providing the Committee 
with an impartial factual analysis of hospital accom- 
modation, training facilities and interest of the medical 
staff in intern training. Suggestions made during the 
visit will be invaluable to hospitals which are anxious 
to raise their status to a commended or approved rating. 
Approved hospitals will be encouraged to maintain their 
approved status and to improve their training programme 
wherever possible. 

When such field surveys become a well estab- 
lished pattern in the hospital approval scheme, it will 
not be necessary for hospitals to reapply for approval 
once their initial application has been received. How- 
ever, they will be asked to regularly submit supple- 
mentary information to the C.M.A. office so that 
up-to-date information may be kept regarding intern 
requirements, changes in hospital beds, training facilities, 
programme, etc. 


4. Steps Required to Become an Approved 
Hospital. 


Order of Procedures: 

(a) Request application form and “Basis of Approval” 
from the General Secretary, Canadian Medical 
Association, 244 St. George Street, Toronto, 
Ontario, 

(b) Submit completed application form with attach- 
ments to the above address (a). Be sure to meet 
all the requirements stipulated on the application 
form, e.g. by-laws, regulations, rules, annual re- 
port, etc. 

(c) When application has been received, extra copies 
of the application form are prepared in the Gen- 
eral Secretary’s office and a copy is ‘sent to each 
member of the Committee on Approval of Hos- 
pitals for the Training of Interns, along with a 
ballot form. If the field surveyor of the Joint 
Commission on Accreditation of Hospitals has 
visited the hospital in question, a copy of his 
report is also sent to Committee members. 
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(d) Committee members review the application form 
and surveyor’s report and return the ballot to 
the General Secretary’s office marked approved, 
commended, or not approved. 

(e) The hospital is then advised of the decision of the 
Committee according to a majority vote. If a 
hospital is commended or not approved, the 
reasons are given for this rating. 


Interpretation of Hospital-rating scheme: Approved: 


Commended: Not approved. 

An approved hospital is one which meets the 
essential requirements established by the Committee in 
the foregoing pages of this “Basis” and which is con- 
sidered by the Committee to be satisfactory regarding 
organization, facilities, staff interest, and professional 
competency for the training of junior interns. 

A commended rating means that the hospital has 
met the essential requirements for an Peal intern- 
ship, but one or more basic requirements are on the 
borderline. In most cases a hospital having this rating 
is deficient in other desirable aspects of its training 
programme. However, in commending a hospital, the 
Committee believes the hospital will reach the approved 
status within a short period of time and recognizes that 
hospitals which are commended may have some excel- 
lent features which are comparable with the best ap- 
proved hospitals. 

The not approved rating indicates that the hos- 
pital in question is ineligible for approval on the basis 
of size, admissions, occupancy or specialized nature of 
its work; or that it is lacking in one or more of the 
essential requirements. In the opinion of the Committee 
there is much room for improvement both regarding 
essential requirements and other desirable features of an 
intern training programme. 

It was suggested that a new sub-section 3 be 
added with subsequent change of number in the follow- 
ing sub-sections. This new sub-section should read as 
follows: 

“Discipline of interns should be by the medical 
profession.” 


SUMMARY OF ESSENTIAL REQUIREMENTS AND DESIRABLE 
FEATURES OF A JUNIOR INTERNSHIP 


1. Full accreditation by the Joint Commission on 
Accreditation of Hospitals. 

2. Satisfactory by-laws and _ regulations. 

8. Bed capacity of 150 beds (excluding bassinets) ; 
admission rate of 75%; occupancy rate of 4,000 
patients per year. 

4, An autopsy rate of 25% and evidence of utilizing 
autopsy reports. 

5. A patient-intern ratio of not less than 15 and not 
more than 30 teaching patients per intern. 

6. A rotating internship of twelve months’ duration. 
(Three months’ internal medicine, three months’ 
general surgery, two to three months’ obstetrics 
and two to three months’ children’s diseases. ) 

7. Provision for experience on _ out-patient or 
ambulatory services. 

8. Members of the medical staff of high moral and 
professional integrity. 

9. Heads of services or departments must have 
—— qualifications. (An exception to this is 


e head of the Department of General Practice & 


who should be a member of the College of Gen- 
eral Practice of Canada. ) 


10. A Department of General Practice. 


11. Pathology and Radiology Departments adequately 
equipped to carry out procedures according to 
size and type of hospital. 


Suggested amendment to No. 11: “Pathology and 
Radiology Departments adequately staffed and equipped 
to omy out procedures according to size and type of 
hospital.” ‘a 
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12. An intern co-ordinator and intern committee. 

13. The responsibility for teaching interns to be 
shared by all staff members. 

14, Properly supervised and appointed hospital 
library containing up-to-date recognized ede 
texts, and which receives a representative num- 
ber of current medical journals. 

15. A well organized and supervised medical records 
room with a full-time medical records librarian. 

16. Regularly held (preferably daily) ward rounds 
for all services for bedside teaching of interns. 

17. Regularly held departmental and general con- 
ferences or meetings. 

18. Compulsory intern attendance at departmental 
meetings of departments where interns are 
assigned and at general hospital meetings. 

19. Compulsory intern attendance at autopsies on 
patients from departments to which assigned. 
Assist at autopsy of own patients. 

20. The delivery of a minimum of 20 obstetrical cases 
by the intern under supervision. 

21. A tissue committee or equivalent body to review 
the amount and type of surgery that is performed 
in the hospital in relation to the pathology of the 
tissue removed. 

22. A general committee to review hospital practice 
in the various departments. 

23. Regular statistical reports compiled by depart- 
ments for comparison with previous years and 
other hospitals. 

24. Monthly and annual intern service reports which 
include the work and competence of the intern. 

25. A certificate of service following completion of 
a satisfactory intern year. 

26. hospital-intern agreement prior to the intern- 
ship. 

27. Provision of adequate living and recreational 
facilities. 

28. A clear definition of rules and regulations con- 
cerning interns’ duties and privileges. 


CANADIAN INTERN PLACEMENT SERVICE 


The Canadian Intern Placement Service is an 
activity sponsored by the Canadian Association of Medi- 
cal Students and Internes (CAMSI) which was estab- 
lished in 1949 to assist interns to obtain their choice of 
hospitals, and hospitals to secure their choice of interns. 

Under the system employed, final year medical 
students who expect to take a junior rotating internship 
the following year, submit a list of hospitals to which 
they have applied to C.I.P.S. in their order of priority. 

The hospitals in turn submit first and second 
lists in order of priority of medical students who have 
applied to them. The number of names on the first 
priority list corresponds to the quota of junior interns 
the hospital is entitled to according to C.M.A. approval 
standards. The names on the second priority list may be 
added to those deleted from the first list due to student 
preferences elsewhere. All information received from 
medical students and hospitals is kept strictly confidential. 

Following a closing date, the choices from hos- 
pitals and interns are dovetailed at the C.I.P.S. office. 
Interns and hospitals are subsequently notified on a 
specified date of appointments that have resulted, and 
the hospitals then proceed to formally offer intern ap- 
pointments to those interns selected by C.I.P.S. Interns 
in turn formally accept the positions. In cases where 
conflicting priorities occur, preference is given to the 
choice of the intern. 

Because of the general shortage of interns in 
Canada, hospitals may not obtain their full quota of 
interns under this system if insufficient interns have ap- 
plied to them, or if they have not been placed high 
enough on the priority list of their applicants. However, 
hospitals with good intern training programmes and 
facilities will tend to attract the best type of intern 
and are more likely to get their full quota of high 
priority applicants.- 
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A service charge of $1.00 is levied against medi- 
cal students receiving this service, and only hospitals 
approved or commended by The Canadian Medical As- 
sociation may participate in the programme. 


RoyaL CoLLEGE OF PHYSICIANS AND SURGEONS 
OF CANADA 


The Royal College of Physicians and Surgeons 
of Canada is primarily interested in the training of medi- 
cal, surgical and allied specialists, and is the approving 
body in Canada for hospitals wishing to train and qualify 
senior interns, assistant residents or residents for fellow- 
ship or certification by the College in one of the 
specialties. 

One of the requirements of the College for fellow- 


ship or certification is the completion of a junior rotating- 


internship in a civilian general hospital approved by 
The Canadian Medical Association or American Medical 
Association. 

Hospitals approved by The Canadian Medical 
Association for a general rotating internship may not 
have services or medical staff sufficiently specialized to 
warrant approval by the Royal College of Physicians and 
Surgeons of Canada for training specialists. Conversely, 
hospitals providing specialty training and approved by 
the College may not offer training programmes or facili- 
ties which are adequate for a general rotating junior 
intern year and therefore may not be approved by the 
C.M.A. 

It was suggested that the following section be 
added to the end of the report: 

“The Canadian Medical Association does not 
differentiate between an undergraduate and a_post- 
graduate rotating internship and will consider for 
approval a rotating internship organized and supervised 
by a University Faculty of Medicine in a hospital or 
group of hospitals affiliated with this University, such 
approval to be based on the same regulations as apply 
to an internship in a single hospital.” 

The Resolutions Committee then brought in the 
following resolution: 


Moved by Dr. H. T. Ewart, 
seconded by Dr. C. L. Gass, 


THAT WHEREAS this Council approves of the 
general programme of improvement of the Basis 
of Training of Interns in Canada 

AND WHEREAS an excellent programme for this 
improvement has been submitted 

AND WHEREAS it is the opinion of this Council 
that the programme for improvement of intern 
training should be a gradual basis 

AND WHEREAS several appropriate and urgent 
modifications have been suggested 

BE IT RESOLVED that this Council give tentative 
approval with recommendations for modifications 
being submitted to the Committee on Approval 
of Hospitals for the Training of Interns for their 
study and subsequent reporting to future meet- 
ings of the Executive Committee or General 
Council of this Association. 

AND BE IT ALSO RESOLVED that realizing that full 
implementation of the Report will be gradual, the 
progress reports on the implementation of and 
modifications to the Report be submitted to future 
meetings of this General Council. Carried. 


REPORT OF THE COMMITTEE 
ON PUBLIC HEALTH 


Mr. Chairman and Members of General Council: 

89. During the year six meetings were held of the 
Nucleus Committee. Complete minutes, mete when 
required by correspondence, were forwarded to each 


Divisional Secretary for onward transmission to the 
Divisional Chairmen of the Committee on Public Health 








- 





‘92. 
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and to the four subcommittee chairmen (Mental Health, 
Nutrition, Industrial Medicine and Maternal Welfare). 
It must be stated now that the response from the 
Divisional Chairmen, with a few exceptions, in the form 
of criticisms or suggestions was most disappointing. The 
subcommittee chairmen and, in particular, Dr. Primrose 
(Maternal Welfare) and Dr. McCreary (Nutrition) 
offered excellent advice and guidance iecceeand the 
deliberations of the Nucleus Committee. 


A. Terms of Reference of the Public Health Committee. 


After a good deal of deliberation, taking into full 
consideration the relative importance of these four 
specialized fields and the unwieldiness of having such 
groups as subcommittees of the Public Health Com- 
mittee, it is recommended: 

1. That each subcommittee be established as a com- 
mittee of The Canadian Medical Association, 

2. That each newly formed committee maintain 
liaison with the Public Health Committee through 
transmission of minutes of their respective Chair- 
man in order to avoid duplication of effort. 

3. That the Public Health Committee ensure that 
any report which deals with any of the specialties. 
of the four recommended committees be for- 
warded to the Chairman of the interested com- 
mittee for information and possible criticism 
before the report is finalized. 

4. That each of the newly formed committees make 
a determined effort to co-ordinate the efforts of 
the various sections, councils, etc. that exist in 
their fields across Canada with a view to present- 
ing one united opinion of the respective specialty 
to the General Council. 

5. That minutes of the meetings of the Public 
Health Committee of The Canadian Medical Asso- 
ciation be circulated to each Divisional Chairman. 

6. That the Public Health Committee of The Cana- 

‘ dian Medical Association in future present no final 
reports without each Divisional Chairman and 
local committee having ample opportunity to 


review same. 
Adopted. 


The General Secretary pointed out that it is 
within the power of the Executive Committee to establish 
new committees and if the General Council thinks it 
would be desirable to have either more or less than four 
sub-committees under the Committee on Public Health, 
it should so direct the Executive Committee. 


B. Prevention of Motor Vehicle Accidents. 


90. The Committee noted with satisfaction the recent 
resolutions passed at the Annual Meeting of the 
American Medical Association regarding safety in the 
design of automobiles. (J.A.M.A., July 31, 1954). 
Adopted. 
91. It was therefore resolved that The Canadian 
Medical Association recommend to motor car manu- 
facturers that in the manufacture of cars they give in- 
creasing emphasis to safety design in all automobiles. 


Adopted. 


It was drawn to the attention of the Nucleus 
Committee that a special committee of the B.C, Division, 
Canadian Medical Association, in co-operation with 
various other interested parties and agencies, was already 
investigating the subject of motor vehicle accidents from 
the point a view of determining the medical eligibility 
of candidates for drivers’ licences. This committee there- 
fore took no other action on this aspect of Prevention of 
Motor Vehicle Accidents. 

Adopted. 


Speaking to this Section of the Report, Dr. 
Halpenny reported that a symposium on Traffic Accidents 
was held recently in Montreal with about 80 speakers 
from the United Kingdom, the United States and Canada. 
The meeting was considered to be most successful and 
it is hoped that the deliberations will be published in 
book form, if such an undertaking can be financed. 
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93. It is therefore resolved that the Public Health 
Committee of The Canadian Medical Association con- 
tinue to study the problem of Prevention of Motor 


Vehicle Accidents. 
Adopted. 
C. Public Health Teaching in Canada. 


94. Within recent years the practice of medicine has 
changed, Old problems have been replaced by others, 
as yet unsolved, No longer does the doctor contend un- 
availingly with numbers of communicable diseases. 
Rather, he is faced with complex problems of an aging 
population, accidents and industrial disease, mental ill- 
ness and many others. These problems force the doctor 
to adjust the focus of his attention and necessitate 
changes in the content of courses offered the under- 
graduate medical: student. Nowhere have the changes 
been more apparent than in the areas of Public Health 
and Preventive Medicine. There is little need to stress 
that the preventive aspects of clinical medicine never 
required more emphasis, while the values of restorative 
methods only begin to be recognized. 


95. Much of value would accrue to. all medical 
schools in the development of better courses if detailed 
information were available on existing undergraduate 
courses in Public Health and Preventive Medicine 
offered in Canadian medical schools. The details should 
embrace staffing, teaching methods and facilities, time- 
tables, course content, research activities and the inte- 
gration and relationship with clinical subjécts including 
the extent of combined teaching with clinical depart- 
ments. Such information would stimulate the medical 
schools to integrate instruction in these areas into the 
total educational programme and, thereby, achieve better 
preparation of the future practitioners of clinical medi- 
cine, 


96. _To this end, it was recommended that The Cana- 
dian Medical Association undertake a survey and report 
on undergraduate instruction in Public Health and Pre- 
ventive Medicine as conducted in the medical schools 
of Canada. 


97. It was later noted that the Association of Cana- 
dian Medical Colleges in October, 1954, resolved that 
Dean C. B. Stewart of Dalhousie University be appointed 
a committee of one to undertake a study of the con- 
tent of the courses in Public Health and to report his 
findings to the Association of Canadian Medical Colleges. 


98. It is therefore resolved that the above noted 
resolution of the Public Health Committee of The Cana- 
dian Medical Association be tabled pending publication 
of the report of the Association of Canadian Medical 
Colleges, at which time this report be obtained by the 
General Council of The Canadian Medical Association 
and referred to the Public Health Committee of The 
Canadian Medical Association for-study. 

Adopted. 


Speaking to this portion of the Report, Dr. Stewart 
said that he questioned the advisability of having just 
one individual undertake a study of the content of the 
courses in Public Health, to subsequently report his views. 
He stated that several years ago the teachers of Preven- 
tive Medicine had been asked to discuss this subject 
and made recommendations to the Medical Council of 
Canada, with a view to modifying the examinations in 


this subject so that the teaching of Public Health shouldg 


designed more for the clinician. Dr. Stewart suggested 
that a committee of The Canadian Medical Association 
might work in conjunction with the Association of Cana- 
dian Medical Colleges, rather than await the report of 
the committee of one. 
Dr. Elliot expressed the view that the Committee 
on Public Health would welcome an invitation to par- 
ticipate in such a study. 


D. Certificate of Illness. 


99. The Chairman of the Subcommittee of Industrial 
Medicine requested that some consideration be~ given 
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to the feasibility of developing a standardized Certificate 
of Illness to be completed by private practitioners in 
those industries requiring such certification. It was 
pointed out that the development of such a certificate 
would help to prevent the present multiplicity of forms 
which face the private practitioner for completion. The 
Committee, however, felt that this was not a matter 
which should be dealt with by the Committee on Public 
Health alone. 


100. It was therefore resolved that the question of 
possible development of a standardized Certificate of 
Illness be referred to the Executive of The Canadian 
Medical Association. 

Adopted. 


The General Secretary reported that the Commit- 
tee on Economics has been studying the requirement 
of a similar certificate for insurance reporting forms for 
the past few years, and they might be asked to assume 
this additional task as well. 


E. Resuscitators. 


101. It was brought to the attention of the Committee 
that the use of resuscitators varied greatly across Canada, 
and in many instances they were used without any medi- 
cal supervision whatsoever; it was further felt that if at 
all possible uniform practices in use of resuscitators 
should be developed across Canada in consultation with 
the medical profession. 


102. In Vancouver, under the chairmanship of the 
Senior Medical Health Officer of the City of Vancouver, 
an active resuscitator committee composed of internists, 
pathologists, physiologists, pzediatricians, neurologists, 
anesthetists and soem from the Fire Depart- 
ment has been studying this matter for several years. 


103. Concrete recomméndations had been finalized by 
the Nucleus Committee but these recommendations are 
not wholly acceptable at present to all members of the 
Public Health Committee of The Canadian Medical 
Association. The recommendations were referred back 
to the Chairman of the Committee on Resuscitators. 


104. It is therefore resolved that the question of estab- 
lishment of uniform practices in the use of resuscitators 
be referred to the incoming Committee on Public Health 
and, furthermore, that this Committee enter into active 
correspondence with the Chairman of the Committee on 
Public Health of The Canadian Medical Association 
relative to the final recommendations of the local 
Resuscitator Committee located in Vancouver. 


Adopted. 

F. Availability of Space in. Official Journals for Health 
Departments. 

105. It was brought to the attention of the Committee 
that in certain of the official publications of the 
Divisions of The Canadian Medical Association informa- 
tion prepared by the responsible provincial health de- 
partment was included. It was the feeling of the Com- 
mittee that such procedure if adopted in all Divisions 
would be most useful in improving the relationship 
between the practitioner and the official health depart- 
ment, 


106. It was therefore resolved that The Canadian 
Medical Association recommend to all Divisions that 
arrangements be made to provide a page for public 
health information—this information to be supplied by 
the appropriate provincial health department for in- 
clusion in the official publication of each Division. 


Adopted. 
G. Public Relations. 


107. One of the Divisions pointed out that having in 
mind that the 1949 Statement of Policy made 
— reference to the part such things as adequate 
iet, housing and clothing play in the health field and 
being further aware of the number of deaths, particularly 
in infants where these factors play an important role, 
this Committee recommended that the Committee on 
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Public Relations give thought to press releases regard- 
ing the social aspects in relation to illness (housing, diet, 
heat, clothing, sanitation, etc.). 

Adopted. 


108. The Committee on Public Health felt the subject 
required much further discussion and it is therefore 
recommended that this matter be referred to the In- 
coming Committee on Public Health. 
All of which is respectfully submitted. 
G. R. F. ELLIOT, 


Chairman. 
Nucleus Committee 


Dr. G. R. F. Elliot—Chairman 
Dr. A. J. Nelson—Secretary 
Dr. G. F. Amyot 

Dr. J. A. Taylor 

Dr. Stewart Murray 

Dr. G. F. Kincade 

Dr. L. E. Ranta 


Dr. G. L. Nanson 
Dr. J. M. Mather 


Dr. G. G. Ferguson—Consultant 


Sub-committee Chairmen 

Dr. Baruch Silverman—Mental Health 
Dr. J. F. McCreary—Nutrition 

Dr. J. H. Baillie—Industrial Medicine 
Dr. T. Primrose—Maternal Welfare 


Divisional Chairmen 

Dr. G. M. Little—Alberta 

Dr. C. F. W. Hames—Saskatchewan 

Dr. J. N. R. Scatliff—Manitoba 

Dr. L. W. C. Sturgeon—Ontario 

Dr A. Groulx—Quebec 

Dr. J. A. Melanson—New Brunswick 

Dr. C. B. Stewart—Nova Scotia 

Dr. O. H. Curtis—Prince Edward Island 


Dr. A. McDermott—Newfoundland 
Adopted. 


POLIOMYELITIS VACCINE 


Dr. Elliot reported that the programme relative 
to the distribution and use of the Salk vaccine in Canada 
had been instituted after the completion of his Report. 

The Nucleus Committee on Public Health has 
been most favourably impressed by the procedures 
undertaken in Canada, including the manufacture, dis- 
tribution and administration of the complete programme. 
This has been a co-operative effort starting in at research 
and extending to Federal, Provincial and municipal 
public health authorities, and including the medical 
profession in all phases of planning. 

The future use and value of Salk vaccine cannot 
be anticipated but up until the present the Nucleus Com- 
mittee has nothing but praise for the management of 
the Salk vaccine programme. 


Moved by Dr. G. R. F. Elliot 
seconded by Dr. R. C. Burr 


Tuat The Canadian Medical Association forward 
letters of commendation to the Minister of 
National Health, the Connaught Laboratories and 
the ten Provincial Ministers of Health, relative to 
the Salk vaccine programme as carried out in 


Canada. Carried. 
Moved by Dr. G. R. F. Elliot 
seconded by Dr. F. L. Whitehead : 


TuHat the Report of the Committee on Public 
Health, as amended, be adopted. 


Carried. 
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REPORT OF THE COMMITTEE 
ON AWARDS, SCHOLARSHIPS 


AND LECTURES 
Mr. Chairman and Members of General Council: 


109. The Committee on Awards, Scholarships and 
Lectures has consisted of the following members during 
the year 1954-55: 
Nucleus Members: 
Dr. D. S. Lewis, Chairman 
Dr. E. S. Mills 
Dr. N. W. Philpott 
Corresponding Members: 
Dr. Lennox G, Bell 
Dr. Robert M. Janes 
Dr. R. B. Kerr 
Dr. Jean Saucier 
Dr. D. A. Thompson 
110. Dr. Stanley Graham, of Glasgow, has accepted our 
invitation to deliver the 1955 Blackader Lecture and Dr. 
Ralston Paterson of Manchester has agreed to give the 
Gordon Richards Memorial Lecture at the Annual Meet- 
ing of The Association in Toronto. 


111. The Committee has been informed that Messrs. 
Merck and Co. have proposed the establishment of a 
lecture to be given every third year in honour of the 
late Dr. F. F. Tisdall. The Executive Committee of The 
Association has accepted this kind offer and has directed 
that the first Tisdall Memorial Lecture be given at the 
1956 Annual Meeting in Quebec. 
All of which is respectfully submitted, 


D. SCLATER LEWIS, 
Chairman. 
Adopted. 


—_—_—_— 


REPORT OF THE COMMITTEE 
ON PUBLIC RELATIONS 


Mr. Chairman and Members of General Council: 


112. Although we did not have the advantage in the 
Association year just concluding of the stimulus of a 
national Conference on Public Relations, activities in this 
field have been widespread and varied. Most of the 
Divisions and many local medical societies have spon- 
sored active programmes designed to remove the causes 
of public complaint and misunderstanding and to present 
educational material calculated to portray the doctor in 
proper perspective. The operation of mediation com- 
mittees, the promotion of health forums, educational 
material in the press, on radio and television, addresses 
to lay audiences, have all played their part in promoting 
better public relations for the profession. These are 
manifestations of the*collective desire of the medical 
profession to enhance its status in the eyes of our fellow 
citizens and as such deserve the support of every physi- 
cian. Such activities, however, avail hittle without the basis 
of solid performance provided by the conscientious doc- 
tor in his day-to-day contacts with his patients. Although 
such a statement may appear to be self-evident it is 
worth repeating lest we mistake the devices of publicity 
for the essentials of public relations. Deviations from the 
accepted and expected standards of good medical be- 
haviour create damage far beyond their numerical fre- 
quency. Their occurrence illustrates the importance of 
joint action to curb the outlaw in medicine and indicates 
the need for the acceptance of personal responsibility 
by every member of the profession. Their occurrence also 
provides material for the anonymous attacks which be- 
foul the periodic press and sully our good name. 

113. The relation of the doctor to his patients is the 
heart of medical public relations. Like charity, public 
relations must begin at home. No public relations pro- 
gramme can lift a profession above the level of its own 
members. The public relations programme which we 
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visualize for The Association should therefore assist the 
doctor to improve his relations with each of his publics 
the patients, the patient’s families, nurses, hospitals an 


the community. a 
opted. 


114. The discussion of the Report of the Committee on 
Public Relations at the last meeting of the General 
Council gave rise to the following resolutions: 
Tuat our public relations be carried on by the 
officers and secretariat of this Association, 
Tuat if necessary the secretariat be enlarged 
sufficiently to cope with the work involved, and 
Tuat The Association retain the services of a 
public relations counsel on a: part-time basis. 
Carried. 


Wuereas the significance and importance of 
public relations to Canadian Medicine is becom- 
ing increasingly apparent, and 
Wuereas The Canadian Medical Association is 
the proper body to take the lead in this en- 
deavour and to be in a position to offer opinions 
and advice to its various Divisions. 
THEREFORE BE IT RESOLVED that this Council 
directs that up to the sum of $25,000 be allocated 
to public relations in its 1955 budget. 

Carried. 


115. All concerned with the implementation of these 
two instructions have endeavoured to carry out their 
provisions. Until very recently no suitable candidate for 
appointment to the permanent staff of The Association 
had been discovered and as a consequence the Executive 
Committee found it unnecessary to budget for the entire 
amount authorized in the second resolution. Negotiations 
are at present being undertaken with an applicant for 
the position of public relations officer whose training and 
experience appear to be very suitable. If investigation 
discloses that the applicant possesses the necessary 
qualifications, the Executive Committee is prepared to 
authorize his appointment and to make the necess 
budgetary and other adjustments which will be required. 
Your Committee on Public Relations has for several 
years been convinced that the proper co-ordination of 
public relations activities requires the full-time services 
of a qualified man to assist the spokesmen for the pro- 
fession. We are hopeful that such an individual has 
been discovered in the person of Mr. L. W. Holmes, a 
graduate of the School of Journalism, University of 
Western Ontario, who has had recent experience in the 
News Service, University of Wisconsin. The Nucleus of 
your Committee has recommended the appointment of 
Mr. Holmes in the capacity of Assistant Secretary on 
a trial basis of one year. 

Adopted. 


116. The Nucleus of the Committee has elaborated a 
draft public relations press code or guide under the title 
“You are going to be interviewed.” Copies of this draft 
have been circulated to the chairmen of Divisional 
Committees on Public Relations for their critical com- 
ment and their suggestions for its improvement. The 
response has been slow but in view of the extreme diffi- 
culty of putting into words the accepted behaviour of 
doctors in dealing with representatives of the press, this 
is an understandable and probably a desirable attitude 
of caution. One provincial hospital association has under- 
taken the task of drawing up a similar booklet on press 
relations for the administrative and professional staffs and 
your Committee will observe with interest the outcome 
of this venture. To date our endeavours have been 
directed to the elaboration of the medical viewpoint on 
the issues involved. It is fully appreciated that the re- 
quirements and the attitudes of the press must be can- 
vassed before any final version is adopted but this step 
must await a further clarification of our own ideas. 
Adopted. 


117. Your Committee has again sponsored with the 
Globe and Mail, Toronto, a series of informative health 
articles. The willing co-operation of the medical authors 
in all parts of Canada is gratefully acknowledged, From 
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favourable comments received it is the opinion of your 
Committee that such educational activities are worth 
while and it is suggested that Divisional Committees on 
Public Relations might, with advantage, make similar 
arrangements with a leading daily in their area. Re- 
prints of each article in both series are now available. 
Many physicians find them useful for distribution to pa- 
tients as they are authoritative statements in plain 
language which assist the patient to a better under- 
standing of his own condition. 

Adopted. 


118. The utilization of radio and television on a 
national scale has consisted in taking advantage of op- 
portunities as they arise. To date it has not been pos- 
sible to underwrite regular programmes, but the use of 
these media will be further explored. The television 
series “Medic” sponsored by the Dow Chemical Co. of 
Canada and produced under the direction of the Los 
Angeles Medical Association has been endorsed for 
viewing in Canada by The Canadian: Medical Associa- 
tion. This dramatic programme has competed successfully 
for the attention of a very large viewing audience in the 
United States and Canada, with programmes designed 
for entertainment, and its ability to convey a health 
message in understandable terms is unquestioned. The 
decision to associate the name of The Canadian Medical 
Association with this series is illustrative of the diffi- 
culties involved in such ventures. A viewing panel had 
the opportunity to witness one episode on film and the 
scripts of several additional programmes were reviewed. 
Investigation in the United States revealed that expert 
medical opinion was being utilized to insure authenticity 
and that our sponsoring colleagues were willing that we 
should endorse their work for Canadian viewers. Such 
preliminary investigation being favourable, it is neces- 
sary to give or withhold endorsement on such factors as 
faith in the motives and ability of the originators, the 
reputation of the commercial sponsors and the estimated 
suitability of the material for Canadian audiences. It is 
the view of the Nucleus of your Committee that the 
have a duty to consider every such opportunity to lin 
the name of The Association with sound and reputable 
educational projects but that in the exercise of this 
pm they require latitude to use their best judgment in 
each instance, ; 

Adopted. 


‘119. The Association has been approached to permit 


its name to be used as a co-sponsor in certain closed 
circuit television programmes for professional audiences, 
underwritten by pharmaceutical houses. None of these 
offers have been accepted and your Committee would 
welcome guidance in relation to our attitude to these 
new activities. It is not feasible to establish the require- 
ment that we be informed in advance of the details of 
such presentations, much less that they be substantially 
modified for Canadian audiences. The commercial con- 
tent of such programmes is unpredictable and possibly 
uncontrollable. Many of these programmes originate in 
the United States and the decision to participate must 
be made on an all-or-nothing basis, again dependent on 
the status and reputation of the other sponsors and 
participants and requiring a large measure of discretion 
on the part of your Committee. 

Adopted. 


120. The occurrence of the Annual Meeting of our 
Association is a newsworthy event and the circum- 
stances of the current year when we have the honour 
of entertaining the Annual Meeting of the British Medi- 
cal Association in Canada adds greatly to the interest 
of press, radio and television. Preparations have been 
made to serve the requirements of the representatives of 
all such media of public information by providing the 
physical facilities for their work and by furnishing sum- 
maries of scientific presentations and copies of reports 
to this General Council. It is impressed on all repre- 


sentatives of the press that reports do not necessarily 
represent final decisions by this body and it is therefore 
necessary in the interests of accuracy to request that 
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Chairmen of Committees attend at the Press Room as 
soon as possible after their report has been dealt with 
to amplity and explain the decisions reached. Similarly, 
speakers on the scientific —— are encouraged to 
grant press interviews where such are requested, in 
order that information of public interest may be con- 
veyed with accuracy. Every effort will be made to pre- 
vent the transmission of erroneous information and to 
furnish factual material on all phases of the meeting. 
The co-operation of a large number of individuals w 
be required if this objective is to be achieved and your 
Committee on Public Relations requests that all con- 
cemed assist by granting interviews on request and by 
voicing the composite view where this has been de- 
termined rather than personal opinion on matters of 
medical and public interest. 


Adopted.-- 


121. Your Committee would refer to the importance 
of the public utterances of the officers and officials of The 
Association. Widespread attention is paid to the address 
of the President delivered to the Annual Meetings of the 
Divisions and it is properly regarded as a statement of 
Association policy. During the current year our President, 
Dr. G. F. Strong, has made rehabilitation his theme 
and in outlining this area of medical responsibility he 
has focused the attention of profession and public alike 
on a very important matter. News coverage and editorial 
comment have been uniformly favourable. 

Adopted. 


122. It is the hope of your Committee on Public Rela- 
tions that in the immediate future The Canadian Medi- 
cal Association will be better equipped with staff and 
resources to carry out activities which will co-ordinate 
the efforts of the Divisions, render assistance to local 
groups and institute procedures which have demon- 
strated their effectiveness. Such administrative efforts 
are proper for a national Association such as ours, but 
they are not to be regarded as a substitute for the self- 
appraisal, the correction of weaknesses, and the faithful 
service of every doctor which determine our status in 
the minds of the Canadian public. 


All of which is respectfully submitted. 
J. WALLACE GRAHAM, 
Chairman. 
Adopted. 
Personnel of Committee: 


Dr. J. Wallace Graham, Toronto (Chairman) 


Local Nucleus: 


Dr. J. D. Griffin, Toronto 

Dr, R. A. Mustard, Toronto 

Dr. Gordon A. Sinclair, Toronto 
Dr. Glenn Sawyer, Toronto 

Dr, Earl C. Steele, Toronto 

Dr, J. E. Sharpe, Toronto 

Dr, W. C. Givens, Toronto 


Divisional Representatives: 


Dr. A. W. Bagnall, Vancouver 
Dr. A. A. Haig, Lethbridge 
Dr. H. G. Young, Moose Jaw 
Dr. L. A. Sieanien. Winnipeg 
Dr. L. V. Lang, Kitchener 

Dr. J. Durivage, Montreal 

Dr. E. F. Crutchlow, Montreal 
Dr. F. C. Jennings, Saint John 
Dr. F. J. Barton, Dartmouth 
Dr. J. A. McMillan, Charlottetown 
Dr. R. J. Simms, St. John’s 


Following the presentation of this Report, Mr. L. 
W. Holmes was introduced. He addressed General 
Council briefly, outlining the essentials of a good public 
relations programme as “good action and telling the 
people about it.” He stated the responsibility for good 
action rests with the individual doctor. However, it is 
in relating such actions that the public relations man 
comes into his own. 
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Referring to Section 112, and in particular to the 
sentence “Deviations from the accepted and e 
standards of good medical behaviour create damage far 
beyond their numerical frequency,” Dr. Wm. Bramley- 
Moore expressed concern about the outlaw doctor. He 
stated that in Alberta, out of 98 hospitals, only 5 have 
a medical superintendent. The question arises as to who 
controls the doctors in the remaining hospitals. In the 
case of most of them, lay boards control the medical 
staffs. Dr. Bramley-Moore expressed the view that 
better public relations sheiid the developed with the 
owe g boards and staffs, particularly in the smaller 
hospitals. 

Dr. E. K. Lyon spoke in support of these views. 
He suggested that if every doctor could be interested in 
the accreditation programme so that it might be in- 
stituted in the smaller as well as the larger hospitals, a 
big step forward would have been taken in our relations 
with the public. After all, the accreditation programme 
is a lay programme, aimed only at the improvement of 
medical care for Canadians. 

Concerning relations with the press, Dr. Gilbert 
Turner said that he hoped that the Committee would 
proceed with the code under the sponsorship of the 
C.M.A. and the Canadian Press for distribution to the 
members of the profession and to hospitals, where it can 
be used as a guide. Dr. Turner stated there is a good deal 
of misunderstanding about just what information can be 
given out, particularly in the case of street accidents, 
suicides, etc. He suggested that the Canadian Hospital 
Association would welcome an opportunity to discuss 
this with the C.M.A. and the Canadian Press, in order 
that a code might be evolved which might be given to 
the profession and to hospitals. 

Dr. Sawyer advised that the Ontario Hospital 
Association had requested the O.M.A. to draft a code 
with them. This has been evolved and distributed. 
In about a year’s time they will know how this is working 
and could perhaps go on from there and draft a code for 
all of Canada. 

Referring to the appointment of a full-time public 
relations officer, Dr. Kelly stated that the services of 
Public and Industrial Relations have been retained for 
the past several years on a part-time basis. He com- 
mended the ag work of Public and Industrial Relations 
and specifically that of four of their ‘executives, who have 
worked with the C.M.A. He indicated that the present 
move should be regarded as indicative of a greater appre- 
ciation of the importance of maintaining our relations 
with the public at a high level by retaining a full-time 
member of the Association staff, 


REPORT OF THE C.M.A. 
REPRESENTATIVE ON THE 
JOINT COMMISSION ON 
ACCREDITATION OF HOSPITALS 


Mr. Chairman and Members of General Council: 


123. Since my last report to General Council there 
have been three meetings of the Joint Commission on 
Accreditation of Hospitals—one in September, 1954, one 
in December, 1954, and one in April, 1955. The work of 
the Joint Commission has progressed steadily during the 


past year. 
Adopted. 


124. Numerous problems have been under study: by 
the Commissioners, most of which dealt with proposed 
changes in the Standards of Accreditation. The changes 
which have been agreed upon have been published in 
the Bulletin of the Joint Commission which is circulated 
to hospitals and will, for sake of brevity, not be reiterated 
in this report. Some minor changes have also been made 
in the point rating system of scoring the reports made by 
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the surveyors. These changes have been brought about so 
as not to penalize the small hospital which does not 
have a school of nursing, full-time radiologist, full-time 
pathologist and several other departments which are re- 
quired for the larger em my is has been done in 
an attempt to make it possible for all hospitals of twenty- 
five beds and over to meet the Standards of Accredita- 


tion. 
Adopted. 


125. Father Hector Bertrand, S.J., of Montreal along 
with a Committee of French-speaking Canadian doctors 
has translated the Standards for Accreditation into the 
French language and these have been printed by the 
Joint Commission on Accreditation and are now available 
to those Canadian hospitals desiring the Standards in the 


French lan e. 
— Adopted. 


126. Surveys in 1954 covered hospitals in all 48 states, 
all 10 provinces of Canada, one United States possession 
and one foreign country. The following table shows a 
result of this survey. 


Surveys CoNDUCTED IN 1954 


NS ce Ohio. Cd Ces eee LANA TARO ROAR CEM 1,385 
pa Serene Theres ere gk 1,223 
Cg a. eo eae aga Wk eh Ne eae 151 
Se ee ee os Varah OO 11 
RESULTS OF THIS SURVEY 
NR ess es saa a 5% 6 odie amen ve 1,385 - 100.0% 
BY IES be hae cos eens 922- 66.6% 
Provisionally Accredited............. 283 - 20.4% 
pg RP mr rrr 180- 13.0% 


127. All the member organizations of the Joint Com- 
mission have continued to employ surveyors but in spite 
of this, at the end of 1954 there were 1,295 hospitals 
which were overdue for survey. It is hoped that by 1956 
all these hospitals will have been visited by the Joint 
Commission surveyors. 

Adopted. 


128. The Canadian Medical Association’s share of the 
expenditures of the Joint Commission for 1954 was 
$5,250 and is $5,560 for 1955. 

Adopted. 


129. Dr. Newell Philpott of Montreal has distinguished 
himself as Chairman of the Joint Commission and Dr. 
Kenneth Babcock, the new Director, has rendered 
excellent service to the organization. 

Adopted. 


130. The Canadian representatives on the Joint Com- 
mission have again received the greatest courtesy and 
co-operation from their fellow members of the Joint 
Commission. 

Adopted. 


OBSERVATIONS 


131. The Joint Commission on Accreditation of Hos- 
pitals has now been in operation for approximately 3% 
years. It has long since passed the stage of organization 
and is now, in my opinion, a smoothly functioning body 
representing the best thinking in the field of hospital 
and medical services on our continent. I am of the firm 
opinion that this organization is doing monumental work 
in improving the hospital and medical care to the people 
of United States and Canada. It has been very encourag- 
ing to those of us who have access to the confidential 
reports of the Commission to note the improvements 
shown in many of the hospitals after a visit by a sur- 
veyor of the Joint Commission. The objective of the 
Joint Commission on Accreditation of Hospitals is not 
one of police action but one of education and all the 
field surveyors are specially trained and instructed to 
not only make a survey of the hospital but to render 
every assistance possible to the medical staffs, the hos- 
pital superintendents and the Board of Governors when 
requested. 


~ 
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132. I would recommend that The Canadian Medical 
Association continue its support of the Joint Commission 
on Accreditation during the coming year. 

Adopted. 


All of which is respectfully submitted. 


E. K. LYON, 
C.M.A. Representative 


Adopted. 

Dr. Harvey stated that the Ontario Division feels 

that the work being done by the Joint Commission on 

Accreditation of Hospitals is of inestimable value, and 

that the C.M.A, should retain a seat on the Commission 
at all costs. 


REPORT OF THE CHAIRMAN OF 
THE COMMITTEE ON HOSPITAL 
SERVICE AND ACCREDITATION 
OF THE CANADIAN MEDICAL 
ASSOCIATION 


Mr. Chairman and Members of General Council: 


133. The Executive Committee at its first meeting 
following the meeting of General Council in 1954 ap- 
pointed the following to act as representatives on the 
Canadian Commission on Hospital Accreditation: Dr. 
E. K. Lyon, Leamington,’ Ont., Dr. D. A. Thompson, 
Bathurst, N.B., Dr. A. M. Goodwin, Winnipeg, Man., 
Dr. Newell Philpott, Montreal, P.Q. 

Adopted. 


CANADIAN COMMISSION ON HospiraL ACCREDITATION 


134. The fifth meeting of this organization was held 
in Toronto on December 9th, 1954. All members of your 
special committee, comprising the C.M.A. representa- 
tives of this Commission, were present. The following 
points will illustrate the actions taken by the Canadian 
Commission at this meeting. 

1. Publicity—You will recall that in 1954 it was 
reported to you that only approximately 40% of the 
hospitals in Canada of twenty-five s and over were 
participating in the Accreditation programme. Inasmuch 
as the Accreditation service is rendered to hospitals 
without charge, it seemed that this low percentage of 
participation in the programme could only be due to 
apathy on the part of the hospitals concerned or 
to lack of knowl ge of the advantages of Accreditation. 
It was therefore decided to attempt a programme of 
publicity and since the lst of January, 1955, a letter has 
been sent through the Canadian Commission over the 
signature of its Chairman, to all hospitals in Canada of 
twenty-five beds and over, setting forth the advantages 
of Accreditation and calling to their attention the avail- 
ability. of this service. Articles have been published in 
The Canadian Medical Association Journal and in the 
Canadian Hospital dealing with the subject of Accredita- 
tion and one newspaper article has been contributed at 
the request of The Canadian Medical Association Com- 
mittee on Public Relations dealing with the subject of 
Hospital Accreditation. In addition to this, the Canadian 
Commission surveyors have attended numerous meetings 
of hospital boards, medical staffs and conferences be- 
tween hospital administrators and medical staffs out- 
lining the Standards of Accreditation and assisting hos- 
pitals to meet those Standards. I believe the results of 
this publicity campaign are becoming evident and you 
will notice in the Tables at the end of this report an 
increased interest in the hospitals of Canada in the sub- 
ject of Accreditation. 

2. Service of Canadian Commission to its Mem- 
ber Organizations——The Canadian Commission has 


agree that when its surveyors visit a hospital, 
where The Canadian Medical Association wishes to have 
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a report on that hospital as to its suitability for intern 
training, the surveyor of the Canadian Commission will 
fill out a questionnaire and return it to The Canadian 
Medical Association. The same service is being rendered 
to the Royal College of Physicians and Surgeons. 
When requested, the surveyors of the Canadian Com- 
mission also fill in a questionnaire dealing with the suit- 
ability of a particular hospital for graduate training. This 
service should provide to The Canadian Medical Associa- 
tion and the Royal College of Physicians and Surgeons 
much valuable information in their programmes of 
graduate teaching. 


8. Constitution and By-Laws.—The Canadian 
Commission on Hospital Accreditation has adopted a 
simplified form of Constitution and By-laws. It has been 


decided that the head office of the Canadian Commission . 


on Hospital Accreditation shall be maintained in Toronto 
and the members of the Commission were very pleased 
to note that this office has been established in quarters 
donated by The Canadian Medical Association at 244 St. 
George St. A part-time secretary has been employed to 
assist the surveyors, Dr. Hollis and Dr. Laurier. 


4. FINANCIAL STATEMENT 


CANADIAN CoMMISSION ON HospITAL ACCREDITATION FOR 
YEAR Enp1InG DECEMBER 31, 1954 


Contributions Debit Credit Balance 
Canadian Hospital Association.... $12,500.00 
Canadian Medical Association.... 10,000.00 
Royal College 

of Physicians and Surgeons.... 5,000.00 
L’ Association des Médecins 

de Langue Frangaise du Canada 2,500.00 

————. $30,000.00 

Surveyors 
0 ern $10,463.42 
Travelling Expenses... 4,399.39 
Other Expenses....... 1,168.11 16,030.92 


Bank Balance December 31, 1954... $13,969.08 


While it is anticipated that the cost of this programme 
in Canada will increase during 1955, the officers of the 
Canadian Commission expect by careful cag | to 
meet that cost without any added contributions from 
the parent bodies. 

5. Surveyors.—Dr. Karl E. Hollis and Dr. J. J. 
Laurier continue to be the surveyors of the Canadian 
Commission. In addition to the services rendered by 
these gentlemen, hospitals in Canada have received 
part-time surveyor service from the American College 
of Surgeons and the American Hospital Association. A 
Table at the end of this report will show the proportion 
of surveys done by each organization in Canada in 1954. 
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TABLE II. 
SuRVEYS BY FIELD REPRESENTATIVES 
Cans Cee ne eee SE Aa 98 
American Hospital Association.................... 42 
American College of Surgeons..................... 13 
American Psychiatric Association................. 2 
A eee RTE cr, ee 155 
TABLE III. 
NuMBER OF HospiITALs SURVEYED IN CANADA 
AccCORDING To Status 1954 
Total F.A. P.A. N.A. 

A i ae ae 151 97 38 16 
PR iid ckcpiils Swit bsaiie 2 2 
British Columbia........... 10 6 2 
PIII Sth. - cSt ss ney Sie is 5 3 2 
New Brunswick............ 18 9 6 3 
Newfoundland............. 7 5 1 1 
ee 29 19 6 4 
RN) te Ri Slt Het ty 11 2 7 2 
Prince Edward Island...... 4 3 1 
a Al ae Sonne eine i 56 43 11 2 
Saskatchewan............. 9 5 2 2 
TABLE IV. 


NuMBER OF INITIAL SURVEYS IN CANADA ACCORDING TO 
Status 1954 


Tee. FA. PA. FA. 

, Pe erent 23 6 9 8 
rete aha San teh 0 0 0 0 
British Columbia........... 4 1 : 2 
INI nS bio are Ko 0 0 0 0 
New Brunswick............ 2 1 1 
Newfoundland............. 3 1 1 1 
PO ok vac ks voces 2 2 
a 2 1 1 
Prince Edward Island...... 0 0 0 0 
SS eee ieaweae ea cs 9 2 5 2 
Saskatchewan............. 1 1 
TABLE V. 


NuMBER OF REQUESTS FOR INITIAL SURVEYS IN CANADA 
RECEIVED DuriING First Four Montus or 1955 





7 “ee INS kp uke os che as bcd Pe hae s Ve been 4 
6. Officers of the Canadian Commission for 1955. ___ British Columbia......................-...--0-.. 6 
Chairman—Dr. E. K. Lyon ONES OEE IEE TIDE SL TREES OTe oT 2 
Vice Chairman—Dr. O. M. Trainor I iS cat a oe id aa Gk hE ge Wi Bight 0 
Honorary Treasurer—Father H. a Bertrand, S.J. Newfoundland SOR or tea ook Toh moa ME aC CAN ata 0 
Secretary at Head Office—Dr. K. E. Hollis Nova Bootin. 0.0.0... e eee cece n eee eee e ee ees 2 
Secretary at French Office—Dr. J. J. Laurier Ontario Sa tins ieee wien WE a:b Mike Chee Ow Oth oe Oe ia. eee eee 5 
. Penee CIwaTC MOIBMO. oo kkk See es oe ek 0 
Honorary Secretaries—Dr. A. D. Kelly, Dr. W. 
D. Piercey CN Sd Fate re hss ae on ete wee ee i eaves 10 
; RUMOR TN nest Seats et ar ee te A en ee ee 1 
7. Statistical Summary of Accreditation Pro- —. 
gramme in Canada for 1954. ME hi vil a tees canon cee Gk 30 
TABLE I. ACCREDITED Status CANADIAN HospItTALs VISITED 1953 AND 1954 
Visited but 
F.A. P.A. N.A. not rated 
Total hospitals 
Year visited No. % No .% No. % No. % 
Bak ass wilh bes ences cee wk 90 60 66.7 13 14.4 17 18.9 No record 
I ic. Aki BES Kath eet eal 155 94 60.7 36 23.2 12 Ted 13 8.4 
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TABLE VI. 


NuMBER OF HosPITALS 
ACCREDITED IN CANADA ACCORDING TO PROVINCE AND 
Stratus DECEMBER 31, 1954 


Total F.A. P.A. 

Wess Lavd cis 285 235 50 
Pea ii git ie es ars-g ets hs 18 14 4 
British Columbia............ 21 18 3 
DOMNMOUO hd 6 silos Suda oeicacns 18 16 2 
New Brunswick............. 20 11 9 
Newfoundland.............. 5 4 1 
OURO c6itvics ildisttee Oe 26 19 7 
Rs iis ik ea vichwsahs tee os 87 78 9 
Prince Edward Island....... 4 3 1 
I iin Hips! thi Sl wD 67 55 12 
Saskatchewan.............. 19 17 2 

Adopted. 
OBSERVATIONS 


135. There are in Canada some 850 general hospitals 
of over twenty-five beds (excluding military hospitals) 
and of these hospitals only 285 have either been fully or 
provisionally approved by the Joint Commission on 
Accreditation. This means that a little over one-third of 
our Canadian hospitals now carry the stamp of approval 
of the Joint Commission on Accreditation. It must be 
evident to everyone that if we believe in the Accredita- 
tion programme there is much yet to be done in Canada. 
I am very hopeful that whoever presents this report 
in 1956 will be able to show a marked improvement in 
the number of hospitals accredited in this country. Many 
of our hospitals and particularly the medical staffs of 
our hospitals have been apathetic to the programme. I 
do not believe for one minute that the Canadian people 
are receiving inferior care in our hospitals, but I do 
believe that they would receive better care were all our 
hospitals in Canada meeting the Standards of Accredita- 
tion. It is interesting to note that in those hospitals which 
are surveyed and do not meet the Standards of Accredi- 
tation, the responsibility is usually a dual one divided 
between the Board of Governors and Medical Staff. To 
reiterate a few of the reasons why hospitals fail to receive 
accreditation, one might list the following: 

. Fire hazards. 

. Unethical practices of medical staffs. 

. Excessive removal of normal tissue. 

. Excessive rate of Czesarean sections. 

. Lack of 24-hour graduate nursing service. 

. Poor medical staff organization. 

. Poor clinical records. 


136. In all fairness to the governing boards of our hos- 
itals, I regret to state that too often the responsibility 
or the lack of accreditation must be borne by the medical 

staffs of the hospitals. We have, in my opinion, sufficient 

surveyors working in Canada to adequately cover the 
field and all that remains to be done is to arouse the 
interest of every Canadian hospital and every Canadian 
doctor in the programme of Accreditation. I would again 
urge each member of this Council to see to it that the 
hospital in which he works requests a survey under 
the programme. Please channel your requests to the 

Joint Commission on Accreditation, 660 North Rush St., 

Chicago, Illinois. 

Adopted. 


AD COD 


RECOMMENDATIONS 
137. I would recommend that The Canadian Medical 
Association continue to give its full support to the Cana- 
dian Commission on Accreditation. 
Adopted. 


138. I would again like to express my thanks and ap- 
preciation to the other members of my Committee and 
to Dr. A. D. Kelly, the General Secretary of The Cana- 
dian Medical Association, for their valuable assistance in 
carrying out this work. 
All of which is respectfully submitted. 
E. K. LYON, 
Chairman. 


Adopted. 
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Asked when he thought the Canadian Commission 
would be completely autonomous, Dr. Lyon said that he 
could not foresee when that time might come. Certainly, 
for the present, he felt that we ought not to completely 
divorce ourselves from the. Joint Commission. 





REPORT OF THE COMMITTEE 
ON APPROVAL OF SCHOOLS FOR 
LABORATORY TECHNOLOGISTS 


Mr. Chairman and Members of General Council: 


139. Your Committee on Approval of Schools for 
Laboratory Technologists has consisted of the following 
members during the year 1954-55: 
Dr. J. W. Macgregor, Chairman, Edmonton 
Dr. W. L. Donohue, Toronto 
Dr. W. J. Deadman, Hamilton 
Dr. Daniel Nicholson, Winnipeg 
Dr. George Shanks, Victoria 
Dr. D. F. Moore, Saskatoon. 
140. Your Committee, during the year, approved three 
more hospitals as training centres for Laboratory Tech- 
nologists. Two of these hospitals were approved for the 
General Certificate, and one for Specialist Certificate 
Training. These additions bring the total training centres 
for Laboratory Technicians in Canada to 71. 
Adopted. 
141. There are many problems in the field of Tech- 
nician Training which are under study by your Com- 
mittee, working with the Canadian Association of Path- 
ologists, and the Canadian Society of Laboratory Tech- 
nologists. The length of training required; the place of 
short course training periods, if any; content of the 
curriculum; methods of examination, etc., are some of 
the facets presently under discussion in these groups. 
Adopted. 
142. Another concern of your Committee is in working 
out some scheme for re-inspection of hospitals already 
approved, to make certain that training standards are 
maintained. It is hoped’ that within the next year pro- 
gress will be made concerning this problem. 
Adopted. 


143. Your Committee is grateful to the members of 
the Canadian Association of Pathologists, who carried out 
personal inspections of hospitals applying for approval 
as training centres, during the past year. 
All of which is respectfully submitted. 
J. W. MACGREGOR, 
Chairman. 


Adopted. 


REPORT OF THE COMMITTEE 
ON ECONOMICS 


Mr. Chairman and Members of General Council: 


144. The Committee has held meetings in November 
1954, and in April, 1955, in Toronto. Each meeting lasted 
two days and was attended by the Chairmen of the 
Divisional Committees on Economics and by the Secre- 
tariat. Dr. M. G. Taylor continued in a consultant rela- 
tionship with us this year. The Divisions are represented 
on this Committee by the following: 

British Columbia—Dr. P. O. Lehmann 

Alberta—Dr. R. K. Thomson 

Saskatchewan—Dr. J. L. Brown 

Manitoba—Dr. K. R. Trueman 

Ontario—Dr. W. S. Butler 

Quebec—Dr. Gibson E. Craig 

New Brunswick—Dr. A. F. VanWart 

Nova Scotia—Dr. H. J. Devereux 

Prince Edward Island—Dr. L. E. Prowse 

Newfoundland—Dr. F. L. O’Dea 
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145. Your Chairman is aware that in reporting to 
General Council many 6f the subjects are repetitive. To 
those with experience on Council there may seem to be 
no necessity for this, but for new members and for the 
information of the profession, it is necessary to reiterate 
annually the position of our Association on the various 
topics which are the responsibility of your Committee. 
Therefore much of this report is redundant and will not 
require discussion by General Council, but it is intended 
for the information of our membership. 

Adopted. 


146. The negotiations with the Federal Government 
regarding the Sick Mariners’ Fund have continued this 
year, The legislation originated in 1867 and was de- 
signed to provide treatment for crews of ships in the 
foreign trade who might be left in Canada without means 
for the payment of medical care, often for prolonged 
periods of time. The scheme does not have sufficient 
funds at its command to pay for adequate medical care. 
There has been some improvement in administration 
problems especially on the east coast, but on the west 
coast the problem is even more complicated than it was 
before. The Fund was originally used only for seamen 
in the foreign trade but under Part 5 of the Canada 
Shipping Act, three new classes have been taken in, 
namely, domestic deep sea fishermen, seamen on coastal 
services, and crews of Federal Government coastal 
vessels. We take exception to the principle of providing 
medical services through the Soak to Canadian seamen 
who could well afford to provide their own medical care 
through participation in prepaid medical care plans or 
by personal payment. The Workmen’s Compensation 
Board will not assume financial responsibility for the 
medical treatment of such claims but they are still re- 
sponsible for the maintenance of injured fishermen 
while they are absent from work. Further confusion has 
been added since these seamen have been admitted to 
the facilities of the Department of Veterans’ Affairs for 
treatment. This is regarded as increasing Government 
paternalism. Our suggestions for the solution have been 
given to the Minister of National Health and Welfare 
and we have been informed by the Honourable Minister 
that it is under study by his Department. At the time 
of writing no legislation has appeared on this subject 
and we have again brought this to the attention of the 


Minister. 
Adopted. 


147. The Schedule of Fees of the Department of 
Veterans’ Affairs was discussed at the last two meetings 
of General Council. By resolution, your Committee was 
instructed to reconsider with the Department the whole 
question of a Schedule of Fees for Medical Services and 
was given authority to deal with the matter as it saw 
fit. General Council has rejected the proposition that the 
Department be persuaded to adopt the minimum fees 
prescribed by the ten provincial tariffs. Our proposal to 
the Department was put forward in two parts; first, an 
adjustment of payment for office and house calls and, 
secondly, an increase of the fees for all other items 
scheduled. These increase$ were based on the increased 
cost of practice and living since 1946 when the present 
schedule came into effect. At the very first, the Depart- 
ment intimated that the first part of our proposal seemed 
possible but studies made by them showed that the 
second part of our proposal could not be possible because 
it would make the schedule. in respect of many pro- 
ures, in excess of several provincial fee schedules. 
The Committee considered the relationship of provincial 
fee schedules one with the other, and noted that varia- 
tion in costs of practice as well as regional economic 

conditions, are reflected in the schedules. 
Adopted. 


148. We were notified last September that Treasury 
Board had authorized an increase in office and house 
calls of fifty cents, which was half the sum in our 
petition. We were instructed by the Executive Com- 
mittee to continue negotiations. Your Chairman and 
General Secretary have since had a conference with the 
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Department and submitted a Brief to the Honourable 
Minister. It is evident to us that Treasury Board had 
used schedules of fees across the country which are not 
now up to date and have based their analyses on points 
which, to us, are debatable. It is evident that we will 
have difficulty in having any item increased above the 
average of all the provincial schedules. Your Committee 
has noted that all provincial tariffs are based on a mini- 
mum fee rather than an average fee and this concept 
of a minimum tariff will continue to perplex all such 
negotiations, As long as economic conditions are not 
similar across Canada, we cannot expect to have a 
national tariff. However, most provincial schedules are 
used only as a guide and, in general, fees depend on 
varying circumstances. There is therefore a necessity for 
some Divisions to review their tariff schedules with these 
points in mind. Our negotiations will continue but it is 
not likely that Treasury Board will deal with it for some 


months. 
Adopted. 


Dr. Richardson reported that since this section 
was written, new recommendations have been submitted 
to the Minister. 


149. The Committee has been authorized to pursue a 
more equitable arrangement with the Indian Health 
Services. More than a year ago the Department presented 
us with a new schedule of fees for Indian Health 
Services. From a preamble to this schedule, the following 
points are interpreted by your Committee. The Indian 
Health Services is primarily a public health service 
directed towards the improvement of the health of the 
Indian communities. ere necessary it assists in the 
curative care of those who are not able to make arrange- 
ments for themselves but it does not purport to be an 
all-embracing treatment service. Those Indians who are 
able to do so, should be expected to adopt the pattern 
of medical care common in the area, Doctors not con- 
nected with Indian Health Services should regard Indian 
patients who consult them privately to be normally re- 
sponsible for their medical accounts. For the remainder, 
Indian Health Services negotiates with local practitioners 
and treatment services. ere no such arrangement has 
n entered into, Indian Health Services does not assume 
responsibility for ensuing accounts. The Indian Health 
Services is not fundamentally a curative service. The 
Department regarded this schedule as a reasonable con- 
tribution towards the care of those who would not 
otherwise be able to obtain treatment and regards it as a 

tariff for indigent patients. 
Adopted. 


150. It is apparent that the Federal Government does 
not consider the Indians a responsibility for full medical 
care but is willing to make some contribution towards 
an Indian who is living away from his reservation and 
who is indigent. However, this is not considered part 
of its statutory duty and every effort is being made to 
convert Indians into responsible citizens who can make 
their own way. In providing some medical services the 
Department has made a variety of arrangements with 
practising physicians in different parts of Canada. After 
careful consideration last year, your Committee was of 
the opinion that it would not be wise for The Association 
to officially recognize, or make a contract with, the 
Federal Government for a schedule of fees designed for 
indigents. The chief objection was that a schedule for 
indigents would prejudice all other schedules in Canada. 
Since that time a new schedule for indigent Indians has 
been introduced by the Department. This schedule is 
practically the same as that submitted a year ago and 
represents for the most part 75% of the present D.V.A. 
schedule of fees. Your Committee is still of the opinion 
that we should not officially recognize a federal schedule 
for indigents and that where the Federal Government 
has assumed responsibility for the payment of medical 
services, a single schedule of fees, applicable to all 
Departments, should be the basis of payment for these 


services, 
Adopted. 
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Dr. Boak took exception to the statement that the 
Indian Health Services is not fundamentally a curative 
service, 

Replying to this observation Dr. G. D. W 
Cameron advised that the Government 
Indian is not, by law, entitled to full medical and hospital 
care—that he is not considered on the same basis as a 
veteran entitled under legislation. Certain amounts of 
money are set aside each year for the care of the health 
of Indians and Eskimos. It is the hope of the Govern- 
ment that the Indians will yet be incorporated into our 
community, and become full-fledged citizens. The reason 
this.is not a curative service is because the chief cause of 
death among Eskimos and Indians is tuberculosis. There- 
fore, it is really a campaign against tuberculosis that the 
Government is waging. However, this may be considered 
a curative service in so far as the control of infectious 
disease is concerned, because infectious cases are re- 
moved and, where possible, cured. In this way, the 
infection is removed from the community. 


151. At the last conference with the Department of 
Veterans’ Affairs we advocated again our idea of a 
Federal Government Fee Schedule to be used by all 
Government Departments. The Federal Go~ernment as- 
sumes responsibility in medical care for several groups 
from various Departments. Rather than negotiate with 
several Departments and have multiple schedules, it 
would be desirable to have one federal schedule which 
would be basic and represent an average of the schedules 
across Canada, It would then be possible to apply this 
schedule, with suitable modifications, where justifable to 
the varying requirements of the different Departments. 
Under such a device, negotiations would be greatl 
simplified with Treasury Board. It has been found dif. 
ficult to have any individual department initiate such a 
roposal and it would require a conference with all the 
epartments we deal with to have this concept put 
before the Government. Your Committee recommends 
that the Executive Committee be requested to sponsor a 
conference with the appropriate departments of the 
Federal Government, with the object of establishing a 
Federal Schedule of Fees, to be used as a basis for the 
payment of medical care for patients of Federal Govern- 

ment responsibility. 
Adopted. 


Dr. G. C. Johnston expressed alarm at the pro- 
posal of a Federal Government Fee Schedule. He stated 
that the profession in British Columbia would be op- 
posed to this if it were composed of an average of the 
fee schedules used across the country, as the contention 
is that the cost of living and service varies so greatly. 

Replying to this, Dr, Richardson stated. that the 
Committee on Economics is sympathetic to the views of 
the B.C. Division. It is almost impossible to have a fee 
schedule which is applicable to all parts of even one 
province, and it would be desirable for the government to 
pay fee schedules on an area basis. However, it is im- 
possible to obtain this. It is difficult to get one fee 
schedule, Dr. Richardson pointed out, much less ten. 
If the government would agree with us on one schedule, 
we might then persuade them to increase or lower it for 
some areas. 


152. Reports to insurance companies for sickness and 
casualty benefits was a subject in our report to General 
Council last year. Standard, simplified types of reports 
were drawn up and discussions have since taken place 
with representatives of the Canadian Life Insurance 
Officers’ Association. Agreement has been reached on the 
type of forms to be used. The insurance companies 
believe that it is the responsibility of the patient to pay 
for completing such forms. If such is the case, we are 
asking the companies to state this prominently on the 
forms. It is expected that these forms will be acceptable 
to the majority of insurance companies. Some of the 
non-tariff companies may not readily co-operate. If this 
happens, we may have to insist that only approved forms 
will be filled out by our members. 

Adopted. 


licy is that the 


TRANSACTIONS 357 





153. As instructed by General Council, the Committee 
have continued to examine the Statement of Policy made 
in 1949 with the object of finding out whether or not it 
requires revision. There seems to be some misunder- 
standing outside the profession as to the attitude of our 
Association on Health Insurance and our Statement may 
be partially to blame for this. It has been stated that 
our Association is opposed to Health Insurance. This is 
not true. As far back as 1930 The Canadian Medical 
Association was seriously considering the many facets of 
health insurance. In 1934, after considerable discussion, 
The Association declared itself as definitely in favour of 
some plan of health insurance and, in 1944, when a 
Government bill of health insurance appeared imminent, 
set forth its position in a series of principles which it 
continues to support. In 1949 the General Council 
adopted a Statement of Policy in which it again endors 
the adoption of the principles of health insurance. The 
misunderstanding may be due to the use of the terms 
“state medicine” and “health insurance” interchangeably. 
Well-informed opinion today draws a sharp line between 
the terms and it is known that “state medicine” means 
complete regimentation of the medical services by the 
State, while “health insurance” means a pooling of 
financial resources by the prepayment of insurance 
premiums whereby illness can be budgeted for in ad- 
vance and there is complete freedom of choice of 
doctor and patient with the least amount of interposi- 
tion of a third party between the physician and his pa- 
tient. 

Dr. F. A. Turnbull expressed the view that we 
ought to stop trying to define the terms “health insurance” 
and “state medicine” for the public. He pointed out that 
in British Columbia they had the British Columbia Hos- 
pital Insurance Service. It was a compulsory prepaid plan. 
Now, although it is really state medicine, it is still called 
“insurance.” He expressed the view that we ought to 
recognize that “socialized medicine” is gradually in- 
creasing. es 


Moved by Dr. F. A. Turnbull, 
seconded by Dr. G. G. Ferguson, 


Tuart Section 153 be deleted. 
Motion Defeated. 


Dr. Richardson ‘pointed out that this Section is 
really intended for the information of members of The 
Association, as background information. 


154. The Divisional Chairmen have brought the 
opinion of their Divisional Executives to the Committee. 
Some Divisions suggested only changes in wording for 
clearer interpretation in the two documents, while some 
advocated that the Principles and Statement should be 
replaced by an entirely new Statement. The Committee 
is mindful that the Statement had been drawn up by 
a special committee, representative of every Division. 
As in all fundamental Statements the terminology used 
was a compromise between the views of a large number 
of individuals and their sectional interests. The State- 
ment of Policy of 1949 supplements, but does not re- 
place, the Principles Relating to Health Insurance of 
1944. Your Committee has spent many hours during the 
past two years in the examination of the two documents. 
The phraseology has been altered and realtered many 
times. We realize that this could be a continuing pro- 
cedure and unanimity was reached with difficulty. 


Adopted. 


155. The final recommendation of your Committee is 
that the two documents, namely, the Principles Relatin 

to Health Insurance of 1 and the Statement o' 
Policy of 1949, should be unchanged and remain in 
effect and that these two documents should be 
amalgamated by a third document entitled “The Cana- 
dian Medical Association Statement of Policies and 
Principles on Health Insurance in Canada.” This con- 
solidation does not alter in any way our policy on health 
insurance, It puts the meaning of the two documents to- 
gether in the proper context. It deletes some parts in the 
Principles which are referable only to wartime 1944. It 














156. 


















































enlarges on some points which were not understandable 
te the layman and will-eliminate the confusion which 
is bound to be inherent in two documents on the same 
subject. It does include a new section on the principles 
relating to the organization of the health services for 
econom 
knowl 
leadership. The recommendation of your Committee is as 
follows: 


1. 


. Will gladly participate in the formulation of 


. Each 


10. 





858 TRANSACTIONS 


and efficiency, so as to indicate the profession’s 
ge of needs and its responsibility for co-operative 


THE CANADIAN MEDICAL ASSOCIATION STATEMENT OF 
POLICIES AND PRINCIPLES ON HEALTH INSURANCE 


IN CANADA 
On the question of health insurance, The Cana- 


dian Medical Association: 0 
Reaffirms its long established policy of giving 


consideration to and co-operating in proposals, 
official or unofficial, that are in the public inter- 
est and genuinely aimed at the improvement of 
the health of the people. 


ro- 
grammes designed to make high quality medical 
services more readily available and which respect 
the essential principles of medical practice. 
Approves of the adoption of the principle of 
contributory health insurance and favours a plan 
or plans which will assure the development and 
provision of the highest standards of health serv- 
ices, preventive, curative and rehabilitative, pro- 
vided the plan be fair both to the insured and 
all those rendering the services. 


. Having seen demonstrated the successful applica- 


tion of the insurance principle in the establishment 
of the voluntary prepaid medical care plans, rec- 
ommends the extension of these plans to cover all 
residents of Canada, with financial assistance from 
public funds where this is required. 


. Recommends, where it becomes evident that the 


voluntary medical care plans cannot achieve 
adequate coverage, that provincial governments 
collaborate in the administrative and_ financial 
task of extending health insurance to all through 
the medium of the voluntary prepayment plans. 


To maintain consistent progress in health care: 
6. 


Health is a state of complete physical, mental 
and social well-being and not merely the absence 
of disease. Among the factors essential to the 
achievement of good health are adequate nutri- 
tion, good housing and healthful environmental 
conditions generally; facilities for education 
exercise and leisure; and not least, wise and 
sensible conduct of the individual and his ac- 
ceptance of personal responsibility for mainten- 
ance of health, 


rovince should be adequately served b 
a well-organized Department of Public Healt 
providing personal preventive services wherever 
possible through the practising physician. 


. The community’s responsibility for health services 


includes not only maintenance of a high level 
of environmental conditions and the provision 
ef an efficient preventive service, but assurance 
that adequate medical facilities and services are 
available to every member of the community 
whether or not he can afford the full cost. 


. The confidential nature of the patient-doctor rela- 


tionship must remain inviolate. The patient must 
have freedom of choice of doctor, and the doctor 
free acceptance of patient except in emergency 
or on humanitarian grounds. 


The granting of a licence to practise medicine 
was designed primarily to protect the, public. 


Therefore it is in the interest of the patient that . 


all who desire licensure to pane a healing art 
should be required to conform to a uniformly 





11. 
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high standard of preliminary education and of 
training in the recognized basic sciences, as well 
as to furnish proof of adequate preparation in the 
clinical and technical subjects. 


Standards of medical services should be main- 

tained at the highest possible level through: 

(a) adequate facilities for clinical teaching in the 
medical colleges and hospitals 

(b) postgraduate training for all medical prac- 
titioners at frequent intervals 

(c) expanded programmes of medical research 


To assure economy and efficiency in the provision of 
services: 


12. 


13. 


14, 


15. 


Hospitals, health departments, and all other 
health agencies should co-ordinate their activities 
so as to provide their services more effectively 
and economically, 


Hospitals should be located, and their facilities 
and size determined, on a planned, regionalized 
basis to assure the availability of hospitals where 
they are needed, the provision of technical assist- 
ance to smaller hospitals by the larger, and the 
ready transfer of patients as required. 


An adequate system of institutional facilities and 
services requires the balanced development of 
diagnostic facilities, active treatment general 
hospitals, rehabilitation centres, chronic care 
facilities (including mental and tuberculosis hes- 
pitals) and home care programmes. 


Lay and professional organizations and govern- 
ment health agencies should participate in com- 
munity, provincial and federal health planning 
activities. 


In the application of the insurance method to payment 
for medical services: 


16. 


17. 


18. 


19. 


The opportunity of insuring through a prepay- 
ment medical care plan should be available to 
every Canadian, including dependents. 


Benefits of a health insurance plan should include 
preventive, diagnostic, treatment and rehabilita- 
tion services, and the services of specialists and 
consultants should be available as required. 


The methods of remuneration of medical practi- 
tioners and the rates thereof should be as agreed 
upon by the representative bodies of the pro- 
fession and the insuring agency. In the provision 
of personal health services where the usual 
doctor-patient relationship exists, it is the view 
of The Canadian Medical Association that re- 
muneration on a_ basis of fee for services 
rendered promotes high quality of medical care. 
The provision of medical services under any plan 
of health insurance should be undertaken only 
by qualified and licensed physicians. 


In the event of government participation in the universal 
extension of health insurance to all citizens: 


20. 


21. 


22. 


23. 


The introduction of health insurance legislation 
should be preceded by adequate consultation 
with the organized medical profession and other 
groups affected, 


Health insurance should be administered by an 
independent, non-political commission repre- 
sentative of those providing and those receivin 

the services. Matters of professional detail shoul 

be determined by committees of the professional 
groups ccihanall 


Appointments of medical personnel to the Com- 
mission and its staff should be made only with 
the approval of organized medicine in the re- 
spective province. 


The various services should be introduced as 
benefits by stages, careful planning being given 
to the order in which each is introduced. 
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24. Cash sickness benefits, if provided, and the health 
services benefits should be administered from 
separate funds. 


Moved by Dr. L. Whitaker, 

seconded by Dr. W. E. Martin, 
Tuat Section 156—1 be amended by inserting 
before “reaffirms” the words “strives for the best 
medical care for all the people of Canada and 
reaffirms its long establis policy of givin 
active leadership . . . ” Carried. 


Moved by Dr. L. Whitaker, 
seconded by Dr. W. E. Martin; 
Tuat Section 156—2 be amended by deleting 
“will gladly participate” and inserting “is activel 
participating . Motion Defeated, 
_ It was also suggested that the phrase “more 
readily available” in 1956—2 be deleted. This, however, 
was not concurred in by the members of Council. 


Moved by Dr. J. F. Sparling, 
seconded by Dr. E. W. Boak, 


Twat in Section 156 — 3 the word “voluntary” be 
inserted before the word “contributory”. 


Motion Defeated. 


Dr. Kelly stated that about a month ago an 
Agenda Conference was held between the Provincial 
Premiers and the Federal Government. At this, health in- 
surance was actively discussed. He expressed the view 
that it is necessary for the medical profession to con- 
template the situation where it may be necessary to state 
an opinion on a universal form of health insurance in one 
province, or in the whole Dominion. Therefore, it would 
seem unwise for the profession to state that voluntary 
health insurance is the only form which we would con- 
sider. Although we may prefer the voluntary method, it 
may not be left to us to follow this to its ultimate 
objective. 

A further suggestion not concurred in was that 
7 words “the development” be de!eted in Section 
156 — 3. 


Moved by Dr. L. J. Shepley, 

seconded by Dr. R. S. Duggan, 
Tuat 156—4 be deleted and the following sub- 
stituted: 

“Having noted the application of the insurance 
principle in many facets of life, and being in 
agreement with the establishment of voluntary 
prepaid medical care plans in which the individual 
citizen has some responsibility, The Canadian 
Medical Association recommends the extension of 
these plans to make their benefits available to all 
sections of society which wish to obtain them, 
recognizing that where there is inability to pay 
financial assistance from public funds should be 
available.” Motion Defeated. 


Moved by Dr. L. Whitaker, 

seconded by Dr. W. E. Martin, 
Tuat Section 156—16 be amended by adding 
after the word “dependents” the following sen- 
tence: “Through medically-sponsored pre-pay- 
ment plans The Association is making every effort 
to accomplish this objective.” Motion Defeated. 


Moved by Dr. R. W. Richardson, 
seconded by Dr. H. T. Ewart, 


Tuat Section 156, constituting a statement of 
principles and policies as amended, be adopted. 

; Carried. 

157. The prepaid medical care plans have continued 
to be the most important subject in our medical econ- 
omics ever since The Association made its Statement of 
Policy in 1949 in which we restated the adoption of the 
principle of health insurance and proposed the establish- 
ment and/or extension of voluntary prepaid medical 
plans to cover Canada. We have not altered our policy 
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in any way since that time nor have we found any better 
method of meeting the public demand to spread the 
costs of medical care. 

Adopted. 


158. The individual plans continue to make progress 
and attempt to give the type of coverage that is de- 
manded in their particular community. Most of the plans 
are able to give the subscriber a choice of complete or 
partial coverage and some are permitting individuals to 
enroll. However, in four provinces, namely, Quebec, 
New Brunswick, Prince Edward Island and Newfound- 
land, no comprehensive service plan is yet available. 
In these provinces coverage is limited to treatment while 
in hospital. All individual plans owe their formation to 
the Divisions, or to local medical societies and, while the 
Boards controlling them have considerable autonomy, 
they seek guidance from the profession and any in- 
adequacy in coverage desired by the community is the 
responsibility more of the profession than of the plans 
themselves. There are indications that this inadequacy 
is being corrected and we hope to have comprehensive 
coverage in all parts of Chasis. 

Adopted. 


159. The prepaid plans continue to be criticized by 
those who advocate Government-operated health insur- 
ance even though they speak of it as a contributory 
health insurance. These critics point out that the 
premiums cannot be paid by all ok the people and that 
individuals cannot always enroll. The premiums are 
admittedly too costly for everyone in the community. 
They have been set for the average citizen who 
ordinarily is expected to pay for his medical care. The 
medical indigents cannot come into the scheme and are 
still beng looked after gratis by the doctor in the office 
or home or in the public wards of hospitals. We advo- 
cate the extension of these plans to cover all residents 
of Canada, with financial assistance from public funds 
where this is required. We have been criticized for not 
proposing a definite method for the State to meet this 
provision, Surely this is not the scope of the medical 
profession alone. General Council is on record that we 
believe it is the duty of the Government to work out the 
details of how this subsidy can be made and to whom 
it should apply. Your Committee has been kept informed 
of the interesting developments in a method of Govern- 
ment subsidy to the prepaid medical care plan in the 
Province of Alberta. At the time of writing it is still in 
legislative process and will be left for comment until the 


Annual Meeting. 
Adopted as Amended. 


It was agreed that in Section 159 the sentence 
reading “The premiums are admittedly too costly for 
everyone in the community” be changed to read “The 
premiums are admittedly too costly for some in the 
community.” 


Dr. Bramley-Moore reported that the Government 
of the Province of Alberta had approached the medical 
profession in August, 1954, stating that they wished to 
introduce legislation for the extension of voluntary pre- 
paid medical care in the province. They asked whether 
the profession would co-operate through the voluntary 
plan in Alberta. The Government stated that they were 
willing to make money available up to half the premium 
payable under M.S.I. This proposal was discussed by the 
College of Physicians and Surgeons of Alberta, the Board of 
M.S.I., the Economics Committee of the C.M.A., and the 
Executive Committee of the C.M.A. and it was suggested 
to the Government that one-half of the premium was too 
great an amount, but that we would suggest that they 
contribute one-third. Dr. Bramley-Moore went on to say 
that it was the feeling of the committees which con- 
sidered this proposed arrangement that it was in line 
with the Principles and Statement of Policy of the 
C.M.A. and that it was on a voluntary basis. It was 
possible, however, to criticize the proposed subsidy as 
assisting the citizens who are able to finance the re- 
mainder of the premium and doing nothing for the needy. 
The Government recognized this and proposed to en- 
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courage the extension of the voluntary plan to a_ greater 
number of people in the province. Therefore, the pro- 
fession proceeded to draft an agreement with the Pro- 
vincial Government to become effective in 1955. The 
Government amended the Act to permit the Minister of 
Health to enter into an agreement with M.S.I., whereby 
the Government would pay not more than one-third of 
the cost of prepaid medical care for individuals in the 
province. e insurance companies oppo: the pro- 
gramme keenly and desired a delay, so no agreement 
was entered into at that time. Then the profession drafted 
a three-way agreement among the Government, the 
College and M.S.I. The profession undertook through the 
members of the College to provide medical, surgical and 
obstetrical care through the plan. M.S.I. agreed to the 
rates and certain basic procedures which would be avail- 


able. The Government agreed to pay so much for-- 


ople who had resided in the province for a certain 
ength of time. The doctors agreed either through group 
or individual enrolment. This agreement, which had 
been delayed to July 1, has now been further delayed, 
as the Government was dissolved, and an election was 


being held. 


Asked what the attitude of the specialist grou 
was to this agreement, Dr. Bramley-Moore explain 
that the schedule of fees in Alberta was drawn up on the 
principle that there should be one fee only for each 
procedure. However, it is recognized that specialists may 
charge more than the fee generally listed. The public 
must accept the extra charge. Some of the specialty 
roups are unhappy about the present set-up, as they 
Feel that it affects their practice when they have to charge 
extra amounts for their services. The specialist is expected 
to inform his patients that he is a specialist and to advise 
them of the amount of his fee and to state that there 
will be an additional charge over the amount listed 
in the schedule for general practice. 


160. At first the plans sponsored by the profession in 
the provinces were local projects. After our Statement of 
Policy in 1949 it became apparent that these independ- 
ent plans should be linked up in some way. The history 
of this has already been reported to Council but will be 
retold for the benefit of new members. In June, 1951, 
these autonomous plans were brought together under the 
auspices of The Canadian Medical Association through 
the Committee on Economics and the plans agreed to 
form an organization which is now called the “Trans- 
Canada Medical Plans.” It is managed by a Commission 
consisting of one representative from each of the mem- 
ber plans and a representative from the C.M.A. Your 
Chairman has had the privilege of this appointment. In 
order to have full membership in the T.C.M.P. with a 
seat on the Commission, a prepaid plan must meet 
certain standards in the services offered to its subscribers. 
For those plans which do not meet the standards there 
is the opportunity of an associate membership. The 
T.C.M.P. aims to bind the autonomous plans together 
so that eventually their subscribers may move from one 
part of Canada to another with continuance of their 
insurance and to make it possible for national employers 
to ensure their employees across Canada under the same 
contract. It fulfils the need for pooling the knowledge 
and experience of all our sponsored plans. For this 
reason alone it has been worthy of our support. T.C.M.P. 
is assuming its place as the national authority for the 
prepaid medical care plans in Canada. Its influence upon 
individual plans and its assistance to them is becoming 
increasingly recognized by all. 

Adopted. 


161. Your Chairman has attempted to keep informed 
on the progress that has been made. The Commission 
has held two meetings during the year under the 
chairmanship of Dr. H. H. Lees of Windsor. In Febru- 
ary 1955, T.C.M.P. was incorporated in its Head Office 
area under the Ontario Companies Act. One new plan, 
set up to enroll small groups and eventually individuals 
in British Columbia, has been accepted into member- 
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ship. One of the important developments has been rela- 
ted to providing ways and means by which national 
employers of labour could arrange suitable coverage for 
their employees scattered in a number of provinces. In 
January of this year, the Commission approved the adop- 
tion of a national uniform contract of a partial-coverage 
nature. They regard it as a basic coverage arrangement 
upon which further units of coverage will be added in 
subsequent years. This national uniform contract, to- 
gether with T.C.M.P. co-ordination of provincial plan 
contracts, now provides two optional arrangements by 
which national employers of labour can provide cover- 
age for their employees scattered throughout the country. 
The expanding number of national organizations 
covered, under the latter arrangement in particular, is 
somewhat impressive. One of the most recent and per- 
haps most spectacular was the Ford contract. Ford, 
General Motors and Chrysler are now all covered under 
a co-ordinated arrangement within the T.C.M.P. 
organizations. In spite of the mild recession which struck 
our country in the latter half of 1954, the overall numeri- 
cal increase for the 1954 year was 178,000 which 
exceeded the 1953 year. Again, comprehensive coverage 
showed the greatest progress with a net increase in en- 
rolment of 200,000. The net increase for the past year 


was 9.3%. 
Adopted. 


162. Because of general lack of public knowledge re- 
garding the broader aspects of the prepaid plans, it has 
been necessary for T.C.M.P. to take an active lead in 
drawing public attention to its national entity. Through 
stories to the press, through pamphlets, through displays, 
and various other media, its existence has been recog- 
nized. Today it is known to Federal and Provincial 
Governments, to labour bodies, and to many of the large 
employers of labour throughout Canada. The public is 
coming to understand that there is an alternative to 
government-run health insurance. T.C.M.P., as_ the 
creature of organized medicine, has had some part to 
play in the increasing recognition by the public of the 
value of a voluntary approach to meet the costs of 


personal health services. 
Adopted as Amended. 


It was agreed that in the last sentence of Section 
162, the word “creature” be changed to read “creation.” 


163. This Association was instrumental in bringin 
these autonomous plans together in order that a prepai 
medical care system might be established across Canada. 
We have a representative on the Commission. We must 
contribute our share of the costs. Your Committee there- 
fore recommends that The Canadian Medical Association 
contribute the sum of $4,000 to Trans-Canada Medical 
Plans for the year 1955 in order to assist that organiza- 
tion to carry out its objectives. 

Adopted. 


164. For the last three years the Committee on 
Economics was authorized by General Council to hold 
two meetings during the year. These meetings are most 
valuable for the exchange of ideas on economic matters 
between the Divisions. They have done much to con- 
solidate opinion on our problems across Canada. It is a 
regret of the Committee that so much time has to be 
spent on the day-to-day problems of The Association 
and that more time cannot be devoted at these meetings 
to the study of fundamental questions in medical 
economics. Many of the studies of the Committee 
extend over more than one year, Indeed, some are re- 
curring subjects. It has been noted that the Divisions are 
best represented when the Divisional Chairman is not 
oe too frequently. The Divisions should give con- 
sideration to having an understudy sit in with the Com- 
mittee for a year a changing their representatives. 
The Committee therefore recommends that the Executive 
Committee be instructed to make budgetary provision 
to permit the payment of the expenses of each Divisional 
Chairman of the Committee on Economics, or an 
alternate, to attend two meetings and such other similar 
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meetings as may be authorized by the Executive Com- 


ittee. 
were Adopted. 
All of which is respectfully submitted. 


ROY W. RICHARDSON, 
Chairman. 
Moved by Dr. R. W. Richardson, 
seconded by Dr. H. T. Ewart, 
Tuat the Report of the Committee on Economics, 
with addenda, as amended, be adopted. 


Carried. 


REPORT OF THE COMMITTEE 
ON ETHICS 


Mr. Chairman and Members of General Council: 


165. The nucleus of your Committee on Ethics was 

composed of the following members: Drs. L. S. Chipper- 

field, Murray Baird, Murray Blair, R. B. Kerr, T. H. 

ieuie, J. H. MacDermot, Ethlyn Trapp and Wallace 
son, 


166. The President of the Royal College of Physicians 
and Surgeons of Canada again appointed Drs. Murray 
Baird and H. Rocke Robertson as representatives of the 
College to join with your Committee in further work to 
obtain a unified Code of Ethics that would be accept- 
able to both General Council and the College. 


167. Last year the Committee on By-Laws requested 
the Committee on Ethics to study the matter of the 
relationship which should exist between the medical 
profession and chiropodists. The recommendation of your 
Committee was not accepted by Council and the prob- 
lem was referred back to the Committee on Ethics for 
further study and clarification. 


168. In Council the discussions by representatives of 
various Divisions made it evident that considerable 
differences of opinion existed and your Committee after 
further study now recommends that, at the present time, 
no action be taken by Council to define the relationshi 
that should exist between the medical profession an 


chiropodists, 
Adopted. 


169. At the last meeting of Council and at the request 
of the Committee on Economics your Committee on 
Ethics made certain recommendations concerning medi- 
ca] reports to insurance carriers and other organizations. 
These recommendations were not accepted by Council 
and were referred back for further study. 


170. After further consideration your Committee now 
recommends; 


That in all forms where medical reports are to 
be filled in by physicians there should be included a 
declaration to be signed by the patient or a responsible 
relative stating that assent is given to the physician to 
supply the information requested. It is also strongly 
recommended that these forms and/or declarations be 
supplied in duplicate to permit the physician to retain a 
carbon copy. 


It was agreed that-in Section 170 the words “or 
guardian” be inserted after the word “relative.” 


Moved by Dr. Wallace Wilson, 

seconded by Dr. M. A. R. Young, 
Tuat Sections 169 and 170 be adopted, subject 
to the Solicitor’s opinion on the last sentence of 
Section 170. Carried. 


171. At the last meeting of Council a recommendation 
of the Committee that further work on revision of the 
Code be undertaken was adopted. i 
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172. Accordingly, your Committee with the co-opera- 
tion of the representatives of the Royal College, gave 
thought to further revisions and herewith submit the 
following recommendations: 


1. The changes in the section of the Code dealing 
with secret commissions as recommended by your 
Committee and amended by Council were ac- 
cepted at the last meeting of Council. Your Com- 


mittee now recommends two minor changes. 


(a) The heading “Secret Commissions” be altered 
to read “Fees and Commissions.” 


(b) The last sentence of this section reads: 
“It is undesirable that medical practitioners 
should have a proprietary interest in prep- 
arations or appliances which it may be their 
duty to recommend to patients.” (British 
Medical Association’s Decisions. ) 


It is recommended that the quotation marks 
and the words “British Medical Association’s 
Decisions” be deleted. 

Adopted. 


2. Section headed—“Of the Duties of Physicians to 
their Patients” at present reads as follows: 


“For the honourable physician the first considera- 
tion will always be the welfare of the sick. On his 
conscience rest the comfort, the health and the 
lives of those under his care. To each he gives 
his utmost in science and art and human helpful- 
ness. Their confidences are safe in his keeping, 
except in those rare instances when the safe- 
guarding of society imposes a higher law. He does 
not multiply costs without need, nor raise needless 
fears, nor allay fears without full consideration. 
Even when he cannot cure he will alleviate, and 
be counsellor and friend. 


‘It is a special duty for one who stands guard 
over the lives of men to keep his science and his 
art in good repair, to enlarge and refresh his 
knowledge constantly, and to give his patients 
treatment that is not only sympathetic, but the 
best possible in the circumstances. To this end 
he will always be willing to check and supple- 
ment his diagnosis, treatment and prognosis by 
consultation. No excellence in one respect can 
excuse slipshod, ignorant or out-dated serv- 
ice. Every patient is entitled to adequate exami- 
nation by the physician. The physician should aim 
to give to his patient the same quality of service 
which he hopes, in time of need for himself or 
his family, to receive from another physician. If 
a practitioner is confining his study and practice 
to a special branch, he must be sure that his 
special knowledge and outlook are suitable and 
adequate to all the needs of the sick person under 
his care. In short, the greatest well-being of the 
sick person should be the whole study and care 
of the honourable physician. 

‘The greatest trust between man and man is the 
trust of giving counsel.’—Francis Bacon.” 


RECOMMENDATIONS 


(a) Fourth sentence of the first paragraph now reads: 
“Their confidences are safe in his keeping, 
except in those rare instances when the safe- 
guarding of society imposes a higher law.” 
Recommendation. That this sentence be altered 

to read as follows: 

“Their confidences are safe in his keeping, 
except in those rare instances when the safe- 
guarding of society imposes a higher law and 
except when the physician is performing a 
service to his patient by submitting necessary 
information to a third party with the consent 
of the patient or a responsible relative or 


guardian.” 
Adopted. 


(b) First sentence of the second paragraph now reads: 
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“It is a special duty for one who stands guard 
over the lives of men to keep his science ard 
his art in good repair, to enlarge and refresh 
his knowledge constantly, and to give hi 
patients treatment that is not only sym- 
pathetic, but the best possible in the cir- 
cumstances.” 


Recommendation. That this sentence be altered 
to read as follows: 

“It is a special duty for one who stands guard 
over the lives of men to keep his art and his 
science in good repair,...° 

Adopted. 


(c) Second sentence of the second paragraph now | 


reads: 
“To this end he will always be willing to check 
and supplement his diagnosis, treatment and 
prognosis by consultation.” 


Recommendation. That this sentence be altered 
to read as follows: 

“To this end he will be ever anxious, by read- 
ing and postgraduate training, to keep abreast 
of modern advances in medicine; and also he 
will always be willing to check and supple- 
ment his diagnosis, treatment and prognosis 
by consultation.” 

Adopted. 


(d) Third paragraph now reads: 


“Every patient is entitled to adequate examina- 
tion by the physician. The physician should 
aim to give to the patient the same quality 
of service which he hopes, in time of need 
for himself or his family, to receive from 
another physician.” 


Recommendation. That the reading of this para- 
graph be changed to: 

“Every physician should practise the art as 
well as the science of medicine. To this end 
every patient is entitled to a careful histo 
and a thorough physical examination as well 
as having made available all the procurable 
aids that science has developed i use in 
diagnosis and treatment, whenever in the 
judgment of his physician these are in- 


dicated.” 
Adopted. 


(e) Fourth paragraph now reads: 


f a practitioner is confining his study and 
practice to a special branch, he must be sure 
that his special knowledge and outlook are 
suitable and adequate to all the needs of the 
sick person under his care.” 
Recommendation, That this paragraph be deleted. 


Adopted. 


(f) Fifth paragraph now reads: 


“In short, the greatest well-being of the sick 
person should be the whole study and care 
of the honourable physician.” 

Recommendation. That this paragraph be 
slightly altered to read: 

“In short, let it be said once again that the 
greatest well-being of the sick person should 
be the whole study and care of the honour- 
able physician.” 

Adopted. 


8. Section headed—“Of the Duties of Physicians Re- 


garding Consultation.” 


In sub-sections (a), (b), (c), and (d) are 
outlined circumstances in which our Code 
considers it particularly desirable that the 
physician, while dealing with an emérgency 
when it exists, should whenever possible 
secure consultation with a colleague. 
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Sub-section (c) reads as follows: 
“When the propriety of prescribing or repeat- 
ing a prescription for any drug scheduled 
under the Opium and Narcotics Drug Act, in 
the case of a person seeking relief ams the 
symptoms of addiction to that drug, is under 
consideration.” 
Recommendation. 


That sub-section (c) be deleted and sub- 
section (d) will then become sub-section 


(c). 
Adopted. 


4. Section headed—“Of Professional Services of Phy- 
sicians to Each Other.” reads as follows: 


“It is unwise for a physician to treat himself 
or members of his household in any serious 
illness when the services of another physician 
are available. Though such services are given 
cheerfully and fully, and rightly so, yet if 
out-of-pocket expenses have been incurred, 
or if there has been loss through consider- 
able absence, these should, if possible, be 
made good, at least in part. 

“If in such illnesses, whether because of 
friendship or to give advantages of special 
skill or experience, several members of the 
profession visit the sick physician or de, 
pendent, it must be made clear that some 
one designated physician has definite re- 
sponsibility for the carrying on of the treat- 
ment.” 

Recommendation. That the following words be 
added to the second sentence of the first para- 
graph: 

“either by the physician concerned or by an 
insurance carrier, Such arrangement with an 
insurance or medically sponsored prepaid 
scheme whereby a physician enrolls in such 
a plan for the payment of the accounts for 
medical or surgical services rendered to him- 
self and/or the members of his family should 
not be considered unethical.” 


Dr. E. K. Lyon expressed himself as opposed to 
having anything put in the Code of Ethics which would 
imply that doctors should expect remuneration for ser- 
vices rendered to any colleague. 

Dr. H. V. Morgan stated that there has been a 
growing feeling that the doctors should be able to main- 
tain their independence along with the public generally. 
This is particularly true of the rural practitioner, He feels 
under obligation to his colleagues in teaching centres 
and he should be able to send the members of his family 
for medical service early. 

Dr. M. S. Douglas expressed the opinion that such 
considerations do not belong in a Code of Ethics. So far 
as he was concerned, he felt that a doctor should not be 
paid for treating a colleague, but should consider it an 
honour to be requested to treat him. 


Moved by Dr. E. K. Lyon, 
seconded by Dr. H. B. Church, 


TuHat Section 172—4 be amended by deleting 
the second sentence in the first paragraph and the 
recommendation. Carried. 


5. Section headed—“Advertising.” The last para- 
graph reads: 

“Physicians should be extremely cautious in 
dealing with the Press. A physician should 
insist, wherever possible, on seeing a proof 
of what is to be printed under his name or 
on his authority.” 

Recommendation. That this paragraph be deleted. 


Adopted. 
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6. Section headed—“Communications to the Laity on 
Medical Subjects.” 
Revision of this section was recommended by 
our Committee and adopted by Council at its 
ast meeting. 


Further minor recommendations are now made. 
Paragraphs three and four of the adopted revision 
read as follows: 


Paragraph three. 

“Discussion in the lay press on disputed points 
of pathology or treatment should be avoided 
by physicians; such issues find their ap- 
propriate opportunity in the professional 
societies and the medical journals.” (British 
Medical Association’s Decisions. ) 


Paragraph four. 

“The practice of medical practitioners taking 
charge of columns in which answers to cor- 
respondents on medical questions are printed, 
is highly detrimental to the public interest 
and most improper from a professional point 


of view.” (British Medical Association’s 
Decisions. ) 
Recommendation, That these two paragraphs be 
deleted. 


Adopted. 


7. Section headed—“Locum Tenency.” This section 
reads as follows: 

“A physician who has been locum tenens 
should not begin practice in the same 
neighbourhood unless with the written con- 
sent of the practitioner for whom he has 
substituted, or after the lapse of a consider- 
able time. It is suggested that misunder- 
standing will be avoided if a written contract 
is entered into by the physician and the 
locum tenens before the locum tenency 
begins.” (The Canadian Medical Associa- 
tion upon request will be glad to give 
counsel in respect of contracts. ) 


Recommendation, That this section be revised as 
follows: 


“Locum Tenency and Assistantships. 


A physician who has been locum tenens or 
an assistant to another physician, especially 
in a rural district or a small town, should 
not begin practice in the same neighbour- 
hood except with the written consent of the 
practitioner for whom he has substituted, or 
to whom he has been an assistant, or after 
the lapse of a considerable time. It is sug- 
gested that misunderstanding will be 
avoided if a written contract is entered into 
by the physicians concerned.” 


Dr. G. I. Sawyer stated that this causes a great 
deal of trouble in administration. There are a good many 
young doctors who visit Divisional offices with the prob- 
lem that they have been an assistant to a doctor, or have 
been locum tenens and want to settle in practice near 
his place of residence and practice. The ruling, as set 

own here, is so vague as to be useless, Dr. Sawyer 
stated, He suggested that the last sentence might be 
restated as follows: “A written contract should be entered 
into on all occasions.” 

Dr. Kelly stated that we have, on several occa- 
sions, obtained a legal opinion on restrictive convenants 
in medical contracts and there is no doubt that they are 
enforceable if the restrictions cannot be proved to be 
unreasonable. 

Dr, Wallace Wilson expressed himself as willing 
to accept an amendment that this sentence read “We 
would recommend that written contracts be entered into 
on all occasions.” . 
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Moved by Dr. E. K. Lyon, 
seconded by Dr. G. I. Sawyer, 


Tuat Section 172—7 be referred back to the 
Committee on Ethics. Carried. 


8. Section headed — “Differences Between Physi- 
cians.” This section reads as follows: 


“‘T prefer. to attribute high motives to my 
friends’ acts.’—Pasteur. Differences between 
hysicians which cannot be adjusted after 
air discussion should be referred to the 
Committee on Ethics of the local medical 
society, Complaints of unprofessional con- 
duct should be referred in writing to the 
same Committee and must be signed.” 


Recommendation. That this section be revised to 
read as follows: 


“‘I prefer to attribute high motives to my 
friends’ acts.’—Pasteur. Differences between 
physicians which after fair discussion can- 
not be adjusted should be referred to the 
appropriate authority. Complaints of un- 
professional conduct should be referred in 
writing to the Registrar of the College of 
Physicians and Surgeons of the province 
concerned.” 


It was agreed that the last sentence of the recom- 
mendation should be amended to read as follows: “Com- 
plaints of unprofessional conduct should be referred in 
writing to the Registrar of the provincial medical licens- 
ing authority.” 


Moved by Dr. Wallace Wilson, 
seconded by Dr. H. T. Ewart, 


Tuat Section 172 — 8, as amended, be adopted. 
Carried. 


9. Section headed—“Medical Witnesses.” This section 
now reads: 


“It is advisable that medical witnesses should 
confer and if possible reach an understanding 
about facts, however much they may differ 
in opinions based on the facts. The medical 
witness should be actuated by a desire to 
assist the court in arriving at a just decision 
and not merely to further the interests of 
the party on whose behalf he has been sum- 
moned. 


Recommendation. That the first sentence be 
deleted. 
Adopted. 


10. Sections headed—“Of the Relations of Physicians 
In and With Hospitals,” and “Nurses and Nurs- 
ing,” now read as follows: 


“The modern hospital is a new element in 
the care of the sick and may not yet have 
become rightly adjusted in all its relations. 
Mutual endamuaiing and co-operation be- 
tween the profession and the hospitals are 
most essential. 


“Inasmuch as the positions held by members 
of the honorary attending staff give them 
unique opportunities for enlarging knowledge, 
such positions should be cae a as a trust for 
the general good of the community. 


“A physician may rightly apply for such an 
appointment but should not canvass for it. An 
appointment should never be given on ac- 
count of party or favouritism but solely on 
account of professional standing, industry, 
the spirit of co-operation and the ability and 
willingness to teach. 
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“The Board of Management of a hospital has 
no right to dispose of the free services of 
physicians except as approved by the organ- 
ized profession. It is the duty of hospital 
boards or executives to see that the free 
services of physicians are not asked for, or 
given to, or exploited for those who can and 
should pay, or for whom payment should 
be made. 


“While ‘God’s Poor’ should always be cared 
for with charity it should be understood that 
the physician gives his services as an act 
of courtesy but not of obligation.” 


“The profession of nursing has grown up to 
share in the care and prevention of illness, 


and the betterment of general health. In this ~ 


large undertaking the services of the two 
professions, being complementary to one an- 
other, are, and must be, closely’ interrelated. 
If the spirit in both doctors and nurses is 
one of courtesy, understanding, appreciation, 
co-operation and zeal for the welfare of the 
people, differences should not arise, or, if 
they do, should be quickly adjusted.” 


Recommendation. That both sections be deleted. 


Speaking to this recommendation, Dr. F. A. 
Turnbull expressed himself as opposed to having these 
sections deleted. He said that in his opinion guidance is 
needed in the relations between doctors and hospitals. 
Therefore, it would not seem advisable to remove these 
sections in toto. 


Dr. G. G. Ferguson added his support to Dr. 
Turnbull’s opinion. He felt that the members definitely 
need instruction in their relationship to various bodies. 


Dr. C. Peirce also expressed himself as opposed to 
having these sections deleted, in their entirety. He felt 
that there was value in having the responsibilities and re- 
lationships between the hospital staffs and the nursing 
staffs set forth in such a way. 


Dr. C. M. Warren suggested that these sections 
should rightly be found in hospital by-laws, not in the 
C.M.A. Code of Ethics. 


Dr. G. I. Sawyer felt that these sections should 
not be deleted. He felt that nothing should be laid down 
in it to dictate to a hospital board as to what it should 
do. He felt that there might be a few ethical con- 
siderations written in, without dictating to the board of 
management of a hospital. 


Dr. E. W. Boak pointed out that there is a Hos- 
pital Act and that most hospitals function under some 
special Act. This Act states that the medical board has 
control of the medical staff, and has the right to remove 
a man from the staff. A doctor so treated has no redress. 
Therefore, it is essential that something be kept in our 
Code of Ethics, stating that it is unethical for a board 
of management to act in such a way. In many cases there 
are no medical men on the board of management. 


Another suggestion was that the fourth paragraph 
be deleted and that the following be added to paragraph 
five, beginning “While ‘God’s Poor’. . . yet physicians 
should not be obligated to give, free of charge, services 
for which the recipient is able to pay.” 


Moved by Dr. F. A. Turnbull, 
seconded by Dr. G. G. Ferguson, 


Tuat Section 172—10 be referred back to the 
Committee on Ethics for further consideration, 
with the suggestion that the first sentence be 
deleted and that the words ““God’s Poor’ ” in the 
first line of the fifth paragraph be changed to 
read “indigent citizens.” Carried. 


11. Sections headed—“Of the Duties of the Profession 
to the Public” and “General Principles” now read 
as follows: 
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“The vision of the good physician should reach 
beyond the welfare and cure of humanity. 
The New Medicine is social as well as clini- 
cal, with new ways of distribution to the 
needs of the people. The New Medicine asks 
how the utmost possible in service can 
made most widely and instantly available, 
reaching beyond those who ask to those who 
need but do not ask, and to those who need 
yet do not know they need. Any wastage 
of health or life anywhere is a challenge to 
our profession. Our public health measures, 
local and general, are practical humanitarian- 
ism, influences for race improvement as 
potent as the world has known. Every physi- 
cian, whatever his special training, should be 
officially or unofficially a servant of the 
State for the betterment of health, It is our 
privilege to be preventers of disease as well 
as curers, statesmen and ambassadors of 
health, planners of new worlds, counsellors 
of the people of a new day.” 


“Any general medical service for a nation 
should aim to prevent no less than to cure 
disease, guard individual choice of doctor, 
— consultant and specialist service, 

emand from the profession regulation of the 
quality of professional services, interpose as 
little as possible between doctor and patient, 
advise with the organized profession and, if 
possible, arrange for nursing and hospital 
care, 


“Everything that can be urged rightly for the 
advance of medicine or for the higher ideals 
and higher standing of the profession of 
medicine is, in the long run, for the greater 
good of the whole community. 


“It is the Art and Mission of Medicine to take 

all that is known in fact and science and to 
apply it skilfully, wisely, gratefully and 
beautifully to the needs of sick people, and 
to the ways of life for men and nations. 
‘Though a cup of water from some hand 
may not be without its reward, yet stick not 
thou for Wine and Oil for the wounds of the 
Distressed.’—Sir Thomas Browne.” 


Recommendation. That these sections be deleted 
in their entirety and replaced by a section 
headed: 


“General Conclusion.” Reading as follows: 


“ce 


._. . the physician both individually and 
collectively should constantly confront his 
ideas and actions not only with the criticism 
of his own conscience but also with the 
sentiments of the world whose servant he is. 
He should never forget that his private 
conscience and that of the world are inter- 
woven inseparably, Like religion in its mani- 
fold forms medicine comprises in its ethics 
the experience of and aspirations towards 
highest humanity, reflections of divine love. 
Hence medical ethics have contributed to 
the introduction of humanistic: elements in 
our society; hence medical ethics also de- 
termine the general aspect and _ the 
conscience of culture.—Professor G. C. 
Heringa, Netherlands. 


“The corollary of these words is that the com- 
plete physician is not a man apart and can- 
not content himself with the practice of 
medicine alone, but should make his contri- 
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bution, as does any other good citizen, to- 
wards the well-being and betterment of the 
community in which he lives.” 

Adopted. 


173. The Committee on Ethics recommends to Council 
that its present recommendations for changes in the 
Code as adopted by Council be forwarded to the Royal 
College of Piveiolaes and Surgeons for its consideration 
towards our joint aims of a unified Code. 

Adopted. 


174. It is further recommended that Council authorize 
a reprinting of the Code of Ethics. 


Dr. M. O. Klotz stated that he is impressed with 
the importance of this document and its significance. 
However, he felt that, as a Code, it has lost its import. 
He felt that a Code should deal with principles and 
therefore it would be better if this could be condensed 
and the detail incorporated under rules and regulations. 


Dr. G. G. Ferguson said that in his opinion it is 
important that we have a Code which will be available 
to our doctors. The question of rewriting the Code and 
extracting rules and regulations, however, did not appeal 
to him. He felt that a Code should be a guide to practice, 
and that it could not be limited or reduced to mere 
regulations. 


Dr. Kelly said that the medical schools get supplies 
of the Code, which they distribute to the members of the 
aduating class. Also, the secretaries of the Divisions 
requently are asked questions on ethical matters and 
they require a printed Code to which they can refer for 
the points of etiquette which we have listed there. Dr. 
Kelly suggested that the fact that two Sections have been 
referred back to the Committee on Ethics should not 
delay the reprinting of the Code. 


Moved by Dr. M. S. Douglas, 
seconded by Dr. M. O. Klotz, 


Tuat the Committee on Ethics be directed to 
restudy this entire problem with the objective of 
limiting the Code to principles and that the 
present Code be ‘annisansted, when applicable, 
as regulations under the Code. Carried. 


Moved by Dr. C. W. Burns, 
seconded by Dr. C. L. Gass, 


Tuat the Committee on Ethics be authorized by 
General Council and subject to revisions passed 
upon, to complete the Code of Ethics to be pre- 
sented at the next Executive Committee meeting, 
and subject to their approval that the Code be 
printed and distributed. Carried. 


175. The Declaration of Geneva adopted by the Gen- 
eral Assembly of the World Medical Association at 
Geneva, Switzerland, September, 1948, reads as follows: 


AT THE TIME OF BEING ADMITTED AS MEMBER 
OF THE MEDICAL PROFESSION: 


I SOLEMNLY PLEDGE myself to consecrate my life 
to the service of humanity; 

I wit GIVE to my teachers the respect and grati- 
tude which is their due; 

I wILL PRACTISE my profession with conscience 
and dignity; 2 

THE HEALTH OF MY PATIENT will be my first 
consideration; 

I witu reESpPEcT the secrets which are confided in 
me; 

‘I wILt MAINTAIN by all the means in my power 


the honour and the noble traditions of the medi- 
cal profession; S 


TRANSACTIONS 365 


My coLieacuEs will be my brothers; 


I wILL NOT PERMIT considerations of religion, 
nationality, race, party politics or social standing 
to intervene between my duty and my patient; 


I WILL MAINTAIN the utmost respect for human 
life, from the time of conception; even under 
threat, I will not use my medical knowledge con- 
trary to the laws of humanity. 


I MAKE THESE PROMISES solemnly, freely and 
upon my honour. 


176. It is recommended that this Declaration be added 
to our Code of Ethics and placed at the end following 
the Prayer of Maimonides Cin part). 

Adopted. 


All of which is respectfully submitted. 


WALLACE WILSON, 
Chairman. 


Divisional members of the Committee: 


Dr, Wallace Wilson, Vancouver 
Dr. A. A. Haig, Lethbridge 
Dr, J. B. Ritchie, Regina 

Dr. L. R. Coke, Winnipeg 

Dr. C. C. White, Chatham 

Dr. E. S. Mills, Montreal 

Dr. S. A. Hopper, Moncton 

Dr. J. H. Shaw, Charlottetown 
Dr. Nigel Rusted, St. John’s 


Moved by Dr. Wallace Wilson, 
seconded by Dr. H. T. Ewart, 


Tuat the Report of the Committee on Ethics, as 
amended, be adopted. Carried, 


REPORT OF THE COMMITTEE 
ON BY-LAWS 


Mr. Chairman and Members of General Council: 


177. The Nucleus of your Committee composed of Dr. 
D. Sclater Lewis, Dr. Gerald W. Halpenny, Dr. Renaud 
Lemieux, Dr. E. S. Mills, Dr. R. Vance Ward with the 
undersigned as Chairman met to consider some amend- 
ments submitted to it by the Executive Committee on 
recommendation of a Study Committee on By-Laws of 
the Executive. It dealt with a resolution of this Council 
to consider: 


1. Divisional Representation on the Executive Com- 
mittee. 
2. Limitation of continuous service of: - 
(a) Elective Officers (Chairman of Council, 
Honorary Treasurer). 
(b) Representatives from the Divisions to the 
Executive Committee. 
8. The precedent of having the host Division nomi- 
nate the President-Elect. 
4. Status of conjoint meetings 
financial, entertainment, etc. ) 
(a) C.M.A. with host Division. 


(b) C.M.A. with sister organizations such as 
B.M.A., A.M.A. 


178. Draft amendments were presented at the spring 
meeting of the Executive Committee. fs 


( organization, 
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179. As there was evidence of difference of opinion on 
(a) the necessity for, amd the method of, appointment 
of a Chairman of the Committee on Arrangements, and 
(b) the relationship of The Canadian Medical Associa- 
tion to the arrangements for Annual Meetings held 
jointly with sister Associations from outside Canada and 
the relationship of Annual Meetings held jointly with 
the Divisions, the Executive Committee proposed that 
no amendments to the By-Laws on these two matters 
be submitted at this time and that they be studied more 


fully. 
aor Adopted. 


180. In addition, following a recommendation from the 
Solicitor for an amendment to cover more fully the auto- 
matic discontinuance of membership for non-payment of _ , 
fees, an added amendment is hereafter suggested. 


181. Moreover, consideration was given to the enlarge- 
ment of the duties of the Chairman of General Council 
as this subject had been studied by your Nucleus Com- 
mittee. 


182. It is therefore my privilege, as Chairman of the 
Committee on By-Laws and in accordance with Chapter 
XVII, Section 2 of the By-Laws of The Canadian Medi- 
cal Association, to recommend the following amendments 
to the By-Laws for ratification at the 88th Annual 
Meeting: 


Cuaprer VI. (Membership and Discipline). 
Section (2) (a) amend by adding the following 
paragraph: 

“Where his fee remains unpaid on the first 
day of July of the current year, his name 
shall be removed from the list of members 
of The Association and his membership shall 
stand suspended without further action, but 
unless his membership has been suspended 
or cancelled-on other grounds, his name shall 
be restored to the list of members and his 
suspension shall stand lifted on payment of 
his fees which are in arrears for the current 
year” 

(2) (b) amend by deleting the words: 

“disgraceful conduct” and substituting “con- 
duct which the General Council considers 
unethical” 

(2) (c) amend by deleting the words: 

“disgraceful conduct” and substituting “con- 
duct which the General Council considers 


unethical” 
Adopted. 


Dr. Warren questioned the advisability of deleting 
the words “disgraceful conduct” and substituting “con- 
duct which the General Council considers unethical” as 
there is no definition of what constitutes “disgraceful 
conduct” and he felt that an act which might be con- 
sidered disgraceful might not, necessarily, be construed 
as unethical. 


Dr. Gérin-Lajoie advised that the motive behind 
this modification of the By-Law had been laid down by 
the Solicitor who had pointed out that “disgraceful con- 
duct” is not defined and therefore cannot be considered 
to mean “unethical conduct,” so it seemed best to term 
| as which the General Council considers un- 
ethical.” 


Moved by Dr. E. K. Lyon, 
seconded by Dr. Wm. Bramley-Moore, 


Tuat the Executive Committee undertake a study 
of what constitutes conduct unbecoming to a 
physician, disgraceful conduct, and conduct 
which the General Council considers unethical. 


Motion Defeated. 
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Cuaprer XI. (Officers, Officials and Executive Com- 
mittee ) 
Section (3) (Duties and Powers of the Nominat- 
ing Committee). 
Sub-section (2) amend by deleting the words of 
this sub-section and substituting: 

“Nomination of an Executive Committee 
which, in addition to those who are mem- 
bers ex officio (see Chapter XIII, Section 6) 
shall consist of thirteen members drawn from 
the General Council and _ geographically 
distributed as follows: three shall be resident 
in the Province of Ontario, two shall be 
resident in the Province of Quebec, and one 
shall be resident in each of the eight other 


Provinces” 
Adopted. 


CuarTter XII. (Duties of Elective Officers and Ap- 
pointive Officials ) 
Section (1) (Duties of the President) amend by 
deleting the words: 
“its Executive or its General Council” at lines 
4 and 


Section (4) (Duties of the Chairman of the Gen- 
eral Council) amend by adding the words at the 
end of the first sentence: 


“and shall represent the General Council as 
and when required” to make the sentence 
now read: “The Chairman of the General 
Council shall preside at all meetings of the 
General Council and shall represent the 
General Council as and when required” 


Adopted. 
All of which is respectfully submitted. 


LEON GERIN-LAJOIE, 
Chairman. 


Moved by Dr. Gérin-Lajoie, 
seconded by Dr. Halpenny, 
TuHat the amendments to the By-Laws be recom- 


mended for Adoption by the Annual General 
Meeting. Carried. 


Divisional members of the Committee: 


Dr. H. Carson Graham, Vancouver 
Dr. H. V. Morgan, Calgary 

Dr. C. L. Tisdale, Prince Albert 
Dr. Jacob Hollenberg, Winnipeg 
Dr. Carmi Warren, Toronto 

Dr, -L. Gérin-Lajoie, Montreal 

Dr. R. A. H. Mackeen, Saint John 
Dr. R. G. Lea, Charlottetown 


REPORT OF THE COMMITTEE 
ON REHABILITATION 


Mr. Chairman and Members of General Council: 


183. Following the acceptance of the report of the 
interim committee on rehabilitation presented to the 
Council of The Canadian Medical Association in June, 
1954, the committee was made a Standing Committee. 
Being appointed Chairman of the Standing Committee, it 
became my responsibility to select members of the 
Nucleus Committee. For the sake of convenience these 
members were chosen from the Toronto district. 
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184. At the behest of the Executive Committee, a 
meeting of the full Committee together with representa- 
tives of the Universities and Government was called for 
February 18th and 19th, 1955. The plan and purpose 
of the meeting evolved following thought and discussion 
along the following lines: 


185. To review some of the problems of rehabilitation 
in Canada. 


186. To study some of the measures which have been 
taken to deal with the problems as they arose. 


187. To establish thus by discussion the place of and 
the contribution to be expected from each of the groups 
represented at the meeting, viz., organized medicine, the 
universities as represented by the medical schools and 
government, 


188. The importance attached to rehabilitation by lead- 
ing members of the medical profession, who are also 
very busy men, was clearly revealed when contributions 
to the programme were being sought, for everyone who 
was approached agreed, without qualification, to par- 
ticipate. The high quality of the papers and discussions 
presented indicated clearly that much care had gone 
into their preparation, and that each had over the years 
given eit thought to the problem. 


189. In general, the speakers on the first day defined 
the problems, and on the second day described the ways 
and means whereby in certain areas rehabilitation meas- 
ures had been successfully introduced and practised. 


190. As we far too commonly think in terms of physical 
disability when considering rehabilitation needs, a defi- 
nite effort was made to bring out the needs of the 
equally large group who are disabled by mental and 
emotional disorders. 


191. The case for psychiatry was most ably presented 
by Prof. A. B. Stokes and Dr. W. E. Boothroyd. Per- 
haps the best assessment of their contributions may be 
had by relating that prior to the meeting coon lay 
delegates expressed concern at the inclusion of - psychi- 
atric discussion on such an occasion. Following the meet- 
ing all were unanimous in their praise of the lucid, 
comprehensive and stimulating talks given by these two 
eminent psychiatrists. 


192. To press home the truth that rehabilitation of the 
seriously disabled can be achieved solely through team- 
work, where the members of the team work in close 
association with one another and the patient, a demon- 
stration of the rehabilitation process at work was pre- 
sented. Participants from the Ontario Department of 
Welfare, the Ontario Department of Education and 
the Canadian Paraplegic Association conducted the 
panel. Three patients were presented, two who had 
completed training and were employed, and one who 
was still undergoing treatment. 


193. Dr. K. C. Charron of the Department of National 
Health and Welfare presented a study on the Social 
Consequence of Ill Health and Disability to the Nation. 
Such a paper requires careful study, and I would com- 
mend it to your attention. 


194. Dr. D. J. Galbraith emphasized the physician’s 
responsibility for rehabilitation. He placed the onus of 
responsibility on those charged with the training of 
doctors, to see to it that the present generation who go 
out each year to assume responsibility for the treatment 
of the sick, be well informed on the need for and the 
methods of rehabilitation. 


195. At the dinner meeting our President, Dr. G. F. 
Strong, accepted the challenge on behalf of the pro- 
fession, and laid down the principles of attack. ~ 
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196. The provincial co-ordinators outlined briefly the 
eens in their provinces and the plans for the 
ture. : 


197. The conference enabled the delegates to view the 
national scene over a ten-year period from 1945 to 
1955, and to appreciate that substantial progress has 
been made. During the past ten years the following 
major developments have taken place: 


198. In Vancouver the Western Society for Physical 
Rehabilitation has been created. Ten years ago there 
was neither the physical plant nor the personnel. Indeed, 
the concept had not been born. 


199. In Edmonton the Workmen’s Compensation Board 
of Alberta has established a rehabilitation centre guided 
by a specialist in physical medicine, and in 1954 a 
course in physical therapy was launched. In Calgary 
there are enthusiastic advocates of rehabilitation. 


200. In Saskatchewan Dr. T. E. Hunt occupies a chair 
of rehabilitation medicine, and a large department is 
being developed by the University. On a province-wide 
scale Dr. A. C. Kanaar has been given special responsi- 
bility in developing a programme. 


201. In Manitoba developments in the care and treat- 
ment of paraplegics and poliomyelitics have taken place. 


202. In Ontario at the head of the Lakes and in 
Sudbury, physicians and surgeons have planned and are 
developing rehabilitation units. 


203. In Windsor a privately sponsored rehabilitation 
centre has been functioning for over a year under the 
direction of Dr. Joseph Berkeley. 


204. In London Dr. T. H. Coffey occupies the first 
chair of physical medicine to be established in Canada. 


205. Hamilton has recently opened the Norah Frances 
Henderson Hospital on the mountain for the care and 
rehabilitation of the disabled. 


206. Ten years ago Toronto did not have the Work- 
men’s Compensation Board Rehabilitation Centre at 
Malton, there was no Lyndhurst Lodge, and only last 
year did Dr. John S. Crawford open the rehabilitation 
service at the Toronto Western Hospital which he so 
graphically described in his talk on rehabilitation in a 
general hospital. 


207. Montreal has nurtured several developments, 
notably the Rehabilitation Centre at the Montreal Con- 
valescent Hospital, the Pasteur Institute, and a trainin 

school for Physical and Occupational Therapists opene 

last year at the University of Montreal. 


208. In the Maritimes, notably Halifax, the Canadian 
Foundation for Poliomyelitis has sponsored much treat- 
ment and rehabilitation, and recently a specialist in 
Physical Medicine has been appointed to the staff of the 
Victoria General Hospital. In addition, there is about 
to be opened a rehabilitation unit in a former isolation 
hospital. 


209. Across Canada the Department of Veterans Af- 
fairs has established Physical Medicine and Rehabilita- 
tion Departments in its major hospitals, and has 
qualified men in charge. The Workmen’s Compensation 
Boards encourage the development of the programme 
in each province and purchase the service once it is 
made available. The Canadian Arthritis and Rheumatism 
Society has spread across the country and has demon- 
strated the importance of training doctors and of de- 
veloping a home service. 


210. Cerebral palsy, poliomyelitis and paraplegia are 
being treated more offectively than ever before. 
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211. Extending well beyond the 10-year period in 
its origin is the Workmen’s Compensation Board of 
Ontario, the development of which was ably portrayed 
by Dr. E. C. Steele. 


212. Tuberculosis, too, has become controllable and 
its victims can now be restored to normal living as a 
result of fifty years of determined effort. Dr. G. J. 
Wherrett outlined the development of the work. 


213. Despite all these advances, the facilities for train- 
ing more physicians and surgeons in rehabilitative medi- 
cine lag. Dean MacFarlane emphasized that the simple 
and modest requirements put forward at the time of 
the first National Conference in 1951, viz., rehabilitation 
units in teaching hospitals, are still lacking. Hence, the 
most important single step designed to provide trained 
personnel has not been taken. 


214. It is very clear that the responsibility of organized 
medicine is to guide this medico-social development in 
such a fashion as to ensure that the essential nature of 
the doctor-patient relationship remains undisturbed. 


215. The responsibility of government is to sponsor, 
encourage and beget the service, yet to remain in the 
background, not hindering. the development through 
misdirected efforts at guidance. 


216. The universities must provide the trained 
personnel. 


217. As an outcome of the Conference on Rehabilita- 
tion, your Committee was charged with the duty of 
elaborating a statement incorporating our current 
thoughts in this field. In this task the Nucleus Committee 
enjoyed the most helpful co-operation of the Divisional 
representatives on the Committee. The statement which 
is appended to this report is recommended for adoption. 


All of which is respectfully submitted. 


A. T. JOUSSE, 


Chairman. 
The Nucleus of the Committee: 
Dr. F. P. Dewar, Toronto 
Dr. B. H. Young, Toronto 
Dr. J. S. Crawford, Toronto 
Dr. D. C. Graham, Toronto 
Dr. H. Hoyle Campbell, Toronto 


The Divisional Representatives: 
Dr. W. J. Thompson, Vancouver 
Dr. J. Smith Gardner, Calgary 
Dr. T. E. Hunt, Saskatoon 
Dr. F. H. Smith, Winnipeg 
Dr. B. H. Young, Toronto 
Dr. Campbell Gardner, Montreal 
Dr. V. M. Zed, Saint John 
Dr. W. D. Stevenson, Halifax 
Dr. T. A. Laidlaw, Charlottetown 


Adopted. 


CANADIAN MEDICAL ASSOCIATION STATEMENT ON 
REHABILITATION 


1. Rehabilitation may be defined as the restoration 
of the handicapped individual to the fullest 
physical, mental, social and economic independ- 
ence compatible with his or her disability and 
remaining talent and ability. Since disabilities 
tend to show an increasing incidence in the later 
decades of life and since the span of life is con- 
tinuing to increase, with more and more people 
living to this older age, the expanding need for 
rehabilitation services is obvious. In many cases 
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the restoration to useful function will be well 
handled by the private physician, Other patients 
will require in addition to doctor and nurses the 
services of physical and occupational therapists, 
social workers, psychologists, educationalists, vo- 
cational counsellors and others. Rehabilitation is 
an integral part of the total care of the patient 
and is of equal importance with prevention, diag- 
nosis and definitive treatment. For these reasons 
The Canadian Medical Association desires to 
record its current views on this important matter. 


. It is recognized that primary responsibility for 


the institution and direction of rehabilitation pro- 
cedures is a medical one, but that the services of 
many auxiliary workers may be necessary to 
achieve full restoration of some persons. The 
integration of the efforts of all concerned with 
the restoration of the patient is essential. We 
recognize that it is the person who requires re- 
habilitation, not his disease. His own attitude 
towards recovery is an important element and a 
favourable attitude should be fostered from the 
outset. 


. In every Canadian community there should be 


available the resources of physical medicine and 
rehabilitation. In many instances these facilities 
should be in a department of a general hospital, in 
others the rehabilitation centre may be provided 
under other auspices. There already exist in 
many communities, services which have been 
established for special purposes and where these 
are present their co-ordination and elaboration is 
essential. 


. To prepare the profession to assume its primary 


responsibility, doctors require education in the 
total process of rehabilitation. Such training as is 
necessary must be forthcoming from the medical 
schools, and to this end there should be de- 
veloped rehabilitation units in teaching hospitals 
or in separate rehabilitation centres, whereby the 
members of the profession will acquire the neces- 
sary skills. This must include integration of the 
efforts of the various auxiliary workers who are 
rightfully members of the team. These clinical 
centres will serve to indoctrinate students and will 
provide physicians and surgeons, nurses, physical 
and occupational therapists, psychologists, social 
workers, vocational counsellors, educationalists 
and others with the necessary competence, 
through experience and training. These expert 
professional workers will thus become available 
to staff the rehabilitation units in hospitals or 
other centres which must develop in every com- 
munity in order that the rehabilitation needs of 
our citizens may be met. They will also be able 
to focus public interest on the need for, and the 
availability of, rehabilitative services in their 
respective areas. 


. The provision of training centres at the teaching 


hospitals of Canadian medical schools has since 
1951 been repeatedly put forward as the essential 
undertaking. The Canadian Medical Association 
would endorse the establishment of such centres 
and urge that their provision be given immediate 
priority, 


. It is appreciated that economic factors have im- 


pores the provision of such facilities and services 
ut in many instances the public funds which are 
now available have not been utilized. However, 
economy in the use of active treatment beds has 
been demonstrated and an overall saving to the 
community is achieved through reduction of 
invalidism and the elimination of expenditures for 
pensions and relief. 


. A realistic appraisal of the problems of re- 


habilitating people reveals that there are on the 
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one hand those who do not require any special 
assistance, a larger group who would benefit from 
the services and a further group who in the 
present state of our knowledge are beyond the 
resources of rehabilitation. 


8. For this latter group of patients who cannot 
profit by the rehabilitative services, it is necessary 
to provide facilities for their care and comfort 
separate from rehabilitation centres. For such 
persons who are permanently and totally disabled 
and therefore pensionable, the profession must 
assume its responsibilities for their identification 
and continuing welfare but we recommend that 
accommodation for such persons be provided 
separately from the active rehabilitation centres. 


9. The establishment of Divisional Committees on 
Rehabilitation provides the, opportunity for the 
expression of the medical viewpoint in this im- 
portant matter. It is recommended that, with 
variations designed to fit local conditions, the 
principles here outlined be applied in every com- 
munity in co-operation with the official agencies 
of the Provincial Departments of Health and Wel- 
fare and of the municipalities and voluntary 


agencies, 
Adopted. 


Speaking to this Report, Dr. Strong expressed his 
conviction that doctors must take a more active part in 
programmes of rehabilitation, not just render lip service 
to them. There is much greater need for such programmes 
than there was in the past, inasmuch as there is a much 
larger aging population, owing to the higher life ex- 
pectancy. 


' Dr. G. D. W. Cameron, Deputy Minister of 
Health, stated that there is, at the present time, legisla- 
tion to provide pensions for disabled persons. However, 
it is the hope of the Department that persons will not 
be put on pension for disabilities when they can be 
rehabilitated Therefore it would seem that there is some 
urgency to get on with the development of the facilities. 


Dr. C. B. Stewart reported that in Nova Scotia 
the Nova Scotia Council for the Rehabilitation of Dis- 
abled Persons has been established. Various organizations 
have pooled their efforts in the rehabilitation field in this 
Council. It is expected that the development of a rehab- 
ilitation unit in Halifax will come to fruition shortly. 


Moved by Dr. L. J. Shepley, 
seconded by Dr. M. C. Harvey, 


WHEREAS THIs Council is mindful of the principles 
noted in the Association’s Statement on Rehabilita- 
tion, and 

Wuereas it is felt that the broad application of 
these principles must include further opportunities 
for instruction of those members of the profession 
presently in active practice, as well as of those 
still in attendance at university or interning, 
THEREFORE BE IT RESOLVED that this Council 
recommends that the various departments of 
government at all levels and the Medical 
Faculties of Universities in respective provinces 
be requested to co-operate in arranging for 
medical instructors to provide a travelling teach- 
ing service which could establish an itinerary and 
proceed forthwith 


1. to assess the rehabilitation needs in as many 
areas as possible . 


2. to advise in the co-ordination of existing facilities, 


and 
8. to sreeicn a teaching service for the practisin 
profession at large, making such use of hospita 


staffs and branch medical societies as may be- 
Carried. 


come feasible. 


TRANSACTIONS 3869 


REPORT OF THE COMMITTEE 
ON CANCER 


Mr. Chairman and Members of the General Council: 


Your Committee on Cancer recently has considered 
with its Corresponding Members by mail the most valu- 
able use of the “Cancer Fund” of the Canadian Medical 
Association amounting to some $12,000. This represents 
the residue of that portion of the income of the King 
George V Silver Jubilee Cancer Fund for Canada 
which was turned over to the Canadian Medical Associa- 
tion by the Trustees of that Fund. 


Lay education was assisted by earlier allocation 
of a portion of such income to establish and maintain 
in its early years the Canadian Cancer Society. Sub- 
sequently, strongly supported by that organization and 
this Association jointly, the National Cancer Institute of 
Canada was brought into being primarily to promote, 
co-ordinate and aid fundamental research in Canada 
into the nature and causes of cancers. To it the Trustees 
of the King George V Fund appropriated the bulk of 
the capital of that Fund during its first three years. 
Since then the Canadian Cancer Society and the Federal 
Government with certain Provincial Governments have 
provided the funds by which the National Cancer In- 
stitute has been able to foster a marked development 
of basic research in Canada on cancer and the training 
of specially qualified scientific research workers by means 
of grants-in-aid, supply special brochures on certain 
types of cancers to each qualified member of the medical 
profession of Canada and to give to each Division of 
this Association and to each Faculty of Medicine in 
Canada, a series of educational motion pictures on Medi- 
cine in Canada, a series of educational motion pictures on 
selected malignant diseases especially prepared for the 
profession and its students. The Deputy Minister of 
National Health and Welfare has given us permission to 
say that the Chairman of the Trustees of the King George 
V Jubilee Cancer Fund is prepared to consider appro- 
priation of further moneys from the residue in the Trust 
for specific projects which may be recommended by the 
National Cancer Institute of Canada or others within the 
terms of the Trust. 


The lay and the research phases thus having been 
established, it is the consensus of your Committee and 
its corresponding Members that those moneys remaining 
at the disposal of this Association should be used, con- 
sonant with the concept of the King George V Fund 
and its various donors, to continue with special emphasis 
the education of the medical profession regarding cancer 
and in aid of clinical research. 


It is recommended that the Committee on Cancer 
for 1955-56 be instructed to explore further the needs 
and desires of the profession in this matter, especially as 
to the continuation of special lecturers on cancer for the 
scientific programmes of the Divisions, other means of 
pertinent education of the profession generally, the 
suitability of grants-in-aid of clinical investigation and 
such other items as may be appropriate; and to make 
specific recommendations from time to time to the 
Executive Committee as to the implementation of the 
above by the use of the remainder of the Cancer Fund 
of the Association. 


Respectfully submitted for 
the Committee on Cancer, 
CARLETON B. PEIRCE, 
Chairman. 


Adopted. 
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211. Extending well beyond the 10-year period in 
its origin is the Workmen’s Compensation Board of 
Ontario, the development of which was ably portrayed 
by Dr. E. C. Steele. 


212. Tuberculosis, too, has become controllable and 
its victims can now be restored to normal living as a 
result of fifty years of determined effort. Dr. G. J. 
Wherrett outlined the development of the work. 


213. Despite all these advances, the facilities for train- 
ing more physicians and surgeons in rehabilitative medi- 
cine lag. Dean MacFarlane emphasized that the simple 
and modest requirements put forward at the time of 
the first National Conference in 1951, viz., rehabilitation 
units in teaching hospitals, are still lacking. Hence, the 


most important single step designed» to provide trained’ ’ 


personne] has not been taken. 


214. It is very clear that the responsibility of organized 
medicine is to guide this medico-social development in 
such a fashion as to ensure that the essential nature of 
the doctor-patient relationship remains undisturbed. 


215. The responsibility of government is to sponsor, 
encourage and beget the service, yet to remain in the 
background, not Copier the development through 
misdirected efforts at guidance. 


216. The universities must provide the _ trained 
personnel, 


217. As an outcome of the Conference on Rehabilita- 
tion, your Committee was charged with the duty of 
elaborating a statement incorporating our current 
thoughts in this field. In this task the Nucleus Committee 
enjoyed the most helpful co-operation of the Divisional 
representatives on the Committee. The statement which 


is appended to this report is recommended for adoption. 
All of which is respectfully submitted. 


A. T. JOUSSE, 
Chairman. 
The Nucleus of the Committee: 


Dr. F. P. Dewar, Toronto 

Dr. B. H. Young, Toronto 

Dr. J. S. Crawford, Toronto 
Dr. D. C. Graham, Toronto 

Dr. H. Hoyle Campbell, Toronto 


The Divisional Representatives: 


Dr. W. J. Thompson, Vancouver 
Dr. J. Smith Gardner, Calgary 
Dr. T. E. Hunt, Saskatoon 

Dr. F. H. Smith, Winnipeg 

Dr. B. H. Young, Toronto 

Dr, Campbell Gardner, Montreal 
Dr. V. M. Zed, Saint John 

Dr. W. D. Stevenson, Halifax 
Dr. T. A. Laidlaw, Charlottetown 


Adopted. 


CANADIAN MEDICAL ASSOCIATION STATEMENT ON 
REHABILITATION 


1. Rehabilitation may be defined as the restoration 
of the handicapped individual to the fullest 
physical, mental, social and economic independ- 
ence compatible with his or her disability and 
remaining talent and ability. Since disabilities 
tend to show an increasing incidence in the later 
decades of life and since the span of life is con- 
tinuing to increase, with more and more’ people 
living to this older age, the expanding need for 
rehabilitation services is obvious. In many cases 
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the restoration to useful function will be well 
handled by the private physician. Other patients 
will require in addition to doctor and nurses the 
services of physical and occupational therapists, 
social workers, psychologists, educationalists, vo- 
cational seanndlon and others. Rehabilitation is 
an integral part of the total care of the patient 
and is of equal importance with prevention, diag- 
nosis and definitive treatment. For these reasons 
The Canadian Medical Association desires to 
record its current views on this important matter. 


. It is recognized that primary responsibility for 


the institution and direction of rehabilitation pro- 
cedures is a medical one, but that the services of 
many auxiliary workers may be necessary to 
achieve full restoration of some persons. The 
integration of the efforts of all concerned with 
the restoration of the patient is essential. We 
recognize that it is the person who requires re- 
habilitation, not his disease. His own attitude 
towards recovery is an important element and a 
favourable attitude should be fostered from the 
outset. 


. In every Canadian community there should be 


available the resources of physical medicine and 
rehabilitation. In many instances these facilities 
should be in a department of a general hospital, in 
others the rehabilitation centre may be provided 
under other auspices. There already exist in 
many communities, services which have been 
established for special purposes and where these 
are present their co-ordination and elaboration is 
essential. 


. To prepare the profession to assume its primary 


responsibility, doctors require education in the 
total process of rehabilitation. Such training as is 
necessary must be forthcoming from the medical 
schools, and to this end there should be de- 
veloped rehabilitation units in teaching hospitals 
or in separate rehabilitation centres, whereby the 
members of the profession will acquire the neces- 
sary skills. This must include integration of the 
efforts of the various auxiliary workers who are 
rightfully members of the team. These clinical 
centres will serve to indoctrinate students and will 
provide physicians and surgeons, nurses, physical 
and occupational therapists, psychologists, social 
workers, vocational counsellors, educationalists 
and others with the necessary competence, 


‘through experience and training. These expert 


professional workers will thus become available 
to staff the rehabilitation units in hospitals or 
other centres which must develop in every com- 
munity in order that the rehabilitation needs of 
our citizens may be met. They will also be able 
to focus public interest on the need for, and the 
availability of, rehabilitative services in their 
respective areas. 


. The provision of training centres at the teaching 


hospitals of Canadian medical schools has since 
1951 been repeatedly put forward as the essential 
undertaking. The Canadian Medical Association 
would endorse the establishment of such centres 
and urge that their provision be given immediate 
priority, 


. It is appreciated that economic factors have im- 


pense the provision of such facilities and services 
ut in many instances the public funds which are 
now available have not been utilized. However, 
economy in the use of active treatment beds has 
been demonstrated and an overall saving to the 
community is achieved through reduction of 
invalidism and the elimination of expenditures for 
pensions and relief. 


. A realistic appraisal of the problems of re- 


habilitating people reveals that there are on the 








Canad. M. A. J. 
Sept. 1, 1955, vol. 73 


one hand those who do not require any special 
assistance, a larger group who would benefit from 
the services and a further group who in the 
present state of our knowledge are beyond the 
resources of rehabilitation. 


8. For this latter group of patients who cannot 
profit by the rehabilitative services, it is necessary 
to provide facilities for their care and comfort 
separate from rehabilitation centres. For such 
persons who are permanently and totally disabled 
and therefore pensionable, the profession must 
assume its responsibilities for their identification 
and continuing welfare but we recommend that 
accommodation for such persons be provided 
separately from the active rehabilitation centres. 


9. The establishment of Divisional Committees on 
Rehabilitation provides the, opportunity for the 
expression of the medical viewpoint in this im- 
portant matter. It is recommended that, with 
variations designed to fit local conditions, the 
principles here outlined be applied in every com- 
munity in co-operation with the official agencies 
of the Provincial Departments of Health and Wel- 
fare and of the municipalities and voluntary 


agencies. 
Adopted. 


Speaking to this Report, Dr. Strong expressed his 
conviction that doctors must take a more active part in 
programmes of rehabilitation, not just render lip service 
to them. There is much greater need for such programmes 
than there was in the past, inasmuch as there is a much 
larger aging population, owing to the higher life ex- 
pectancy. 


Dr. G. D. W. Cameron, Deputy Minister of 
Health, stated that there is, at the present time, legisla- 
tion to provide pensions for disabled persons. However, 
it is the hope of the Department that persons will not 
be put on pension for disabilities when they can be 
rehabilitated. Therefore it would seem that there is some 
urgency to get on with the development of the facilities. 


Dr. C., B. Stewart reported that in Nova Scotia 
the Nova Scotia Council for the Rehabilitation of Dis- 
abled Persons has been established. Various organizations 
have pooled their efforts in the rehabilitation field in this 
Council. It is expected that the development of a rehab- 
ilitation unit in Halifax will come to fruition shortly. 


Moved by Dr. L. J. Shepley, 
seconded by Dr. M. C. Harvey, 


WHEREAS THis Council is mindful of the principles 
noted in the Association’s Statement on Rehabilita- 
tion, and 

Wuereas it is felt that the broad application of 
these principles must include further opportunities 
for instruction of those members of the profession 
presently in active practice, as well as of those 
still in attendance at university or interning, 
THEREFORE BE IT RESOLVED that this Council 
recommends that the various departments of 
government at all levels and the Medical 
Faculties of Universities in respective provinces 
be requested to co-operate in arranging for 
medica] instructors to provide a travelling teach- 
ing service which could establish an itinerary and 
proceed forthwith 


1. to assess the rehabilitation needs in as many 
areas as possible ; 


2. to cates in the co-ordination of existing facilities, 
an 


8. to provide a teaching service for the practisin 
profession at large, making such use of hospita 


staffs and branch medical societies as may be- 
Carried. 


come feasible. 
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REPORT OF THE COMMITTEE 
ON CANCER ° 


Mr. Chairman and Members of the General Council: 


Your Committee on Cancer recently has considered 
with its Corresponding Members by mail the most valu- 
able use of the “Cancer Fund” of the Canadian Medical 
Association amounting to some $12,000. This represents 
the residue of that portion of the income of the King 
George V Silver Jubilee Cancer Fund for Canada 
which was turned over to the Canadian Medical Associa- 
tion by the Trustees of that Fund. 


Lay education was assisted by earlier allocation 
of a portion of such income to establish and maintain 
in its early years the Canadian Cancer Society. Sub- 
sequently, strongly supported by that organization and 
this Association jointly, the National Cancer Institute of 
Canada was brought into being primarily to promote, 
co-ordinate and aid fundamental research in Canada 
into the nature and causes of cancers. To it the Trustees 
of the King George V Fund appropriated the bulk of 
the capital of that Fund during its first three years. 
Since then the Canadian Cancer Society and the Federal 
Government with certain Provincial Governments have 
provided the funds by which the National Cancer In- 
stitute has been able to foster a marked development 
of basic research in Canada on cancer and the training 
of specially qualified scientific research workers by means 
of grants-in-aid, supply special brochures on certain 
types of cancers to each qualified member of the medical 
profession of Canada and to give to each Division of 
this Association and to each Faculty of Medicine in 
Canada, a series of educational motion pictures on Medi- 
cine in Canada, a series of educational motion pictures on 
selected malignant diseases especially prepared for the 
profession and its students. The Deputy Minister of 
National Health and Welfare has given us permission to 
say that the Chairman of the Trustees of the King George 
V Jubilee Cancer Fund is prepared to consider appro- 
priation of further moneys from the residue in the Trust 
for specific projects which may be recommended by the 
National Cancer Institute of Canada or others within the 
terms of the Trust. 


The lay and the research phases thus having been 
established, it is the consensus of your Committee and 
its corresponding Members that those moneys remaining 
at the disposal of this Association should be used, con- 
sonant with the concept of the King George V Fund 
and its various donors, to continue with special emphasis 
the education of the medical profession regarding cancer 
and in aid of clinical research. 


It is recommended that the Committee on Cancer 
for 1955-56 be instructed to explore further the needs 
and desires of the profession in this matter, especially as 
to the continuation of special lecturers on cancer for the 
scientific programmes of the Divisions, other means of 
pertinent education of the profession generally, the 
suitability of grants-in-aid of clinical investigation and 
such other items as may be appropriate; and to make 
specific recommendations from time to time to the 
Executive Committee as to the implementation of the 
above by the use of the remainder of the Cancer Fund 
of the Association. 


Respectfully submitted for 
the Committee on Cancer, 
CARLETON B. PEIRCE, 
Chairman. 


Adopted. 


870 TRANSACTIONS 


New BusINEss 


Moved by Dr. H. T. Ewart, 

seconded by Dr. M. A. R. Young, 
Tuat Dr. N. H. Gosse, the Chairman of General 
Council, and Dr. M. C. Harvey, who chaired the 
Committee of the Whole, be congratulated on 
their fine work. Carried. 


Moved by Dr. C. L. Gass, 
seconded by Dr. H. T. Ewart, 


THAT a motion of appreciation be inscribed in 
our minutes for the excellent work of Dr. and Mrs. 
T. C. Routley and their associates who made this 
Annual Meeting such a great success. Carried. 


Moved by Dr. M. A. R. Young, 

seconded by Dr. C. L. Gass, 
Tuar all business arising from the proceedings of 
General Council until the next meeting of General 
Council be left to the decision of the incomin 
Executive Committee. Carried. 


— 
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Moved by Dr. H. T. Ewart, 
seconded by Dr. C. L. Gass, 


Tat the General Secretary be instructed to thank 
the many people, organizations and institutions 
who contributed to the success of the meeting. 


Carried. 


Moved by Dr. M. A. R. Young, 
seconded by Dr. H. T. Ewart, 


Tuat the General Council record its pleasure 
and honour in having associated with us in our 
deliberations our confréres from the British 
Medical Association and other Commonwealth 
medical associations, and trust that they will feel 
that our behaviour and debates are in keeping 
with British traditions. Carried. 


The meeting of the General Council adjourned at 
4:30 p.m. on Saturday, June 18th. 





